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An Investigation into the Marketing, Advertising and Labelling of Processed Food
in Ireland and its Influences on Consumer Choice and Subsequent Health Issues

Jane Healy

Abstract

Ireland has experienced much economic and social change in recent years, and as
a result of this, many new food choices and commodities are on offer to the
consumer. The simple diet of fresh, unprocessed foods that existed in Ireland in
the past has for many consumers been replaced by processed, convenience food
products. The purpose of this study is to examine the effects which the marketing,
advertising and labelling of processed food in Ireland has on consumers, and how
these strategies influence their choice of food. The advertising claims and the
labelling of these processed foods is of interest in this research as consumers are
challenged to understand, and interpret exactly, what is contained in processed
food products.

A qualitative approach in this study provided the opportunity to gain insights into
consumers’ experiences and perceptions relating to food choices. Parents of two
or more children were interviewed, to determine the impact which advertising of
food products has on their children. The research findings suggest that consumers
read labels on food products but may not necessarily be proficient at relating this
information to specific nutrient guideline amounts. This study enhances the
understanding of eating habits, confirming that food choice is determined by a
highly complex set of interactions, and finding that cost is a major factor affecting
food choice. This study provides persuasive evidence that parents believe that
children are highly influenced by the advertising and marketing of food products
from a young age. The findings in this study confirm that parents overwhelmingly
support the regulation of advertising to children. This study further reveals that
the majority of consumers support the display of calorie information, as a form of
labelling, on menus to assist them in making healthier food choices. In summary,
consumers want to have information on food products available to them whether
or not they choose to use it.
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Chapter One: Context of the Study
1.1 Introduction

Tell me what you eat and I will tell you what you are’ Brillat-Savarin (1755-1826).

This study is concerned with the number of processed food products available to
consumers and the effects that these products have on consumers’ diet and health. The
marketing, advertising and labelling of these food products and the influences this has
on consumers’ food choice will be investigated. This study seeks to explore the fact that
there has been a marked increase in the incidence of diet-related illnesses in recent
times. Globally, there has been an increase in the number of obese adults and children.
The foundation for this thesis is the relationship between the marketing and advertising
of processed food products, the availability and consumption of such products and the
rise in diet-related illnesses such as obesity.
1.2 I he Irish Diet

The daily diet of the Irish population has changed dramatically in recent years. Higgins,
(2001, p.l) states that ‘in the past 20 years, with increasing affluence and changing
lifestyles on the island of Ireland, attitudes and approaches to food have altered
dramatically’. Higgins further notes that the Irish Universities Nutrition Alliance
(lUNA) (2001) has discovered ‘significant changes in our dietary habits’. According to
Safefood (Safefood is a North-South body, responsible for the promotion of food safety
on the island of Ireland), (2012a, p.lO) the Irish diet has changed from a ‘traditional,
meagre and somewhat monotonous diet to a plentiful and varied diet and with this has
come the startling statistic that almost two thirds of the Irish population is overweight.’
The abundance of high energy foods, changes in lifestyle and eating habits are all
pinpointed as contributing to this health crisis;
In the past 150 years, industrialisation, urbanisation, commercialisation and social
changes have transformed the social and economic landscape on the island of Ireland. This
has resulted in the population changing from being largely undernourished to a situation
where the majority of individuals are overweight. Much of the current legislation, policy
and structure in public health nutrition is influenced by this historical landscape and in
particular by the growing comprehension of the link between diet and health during the
same period
(Safefood 2012a, p.29).

1.3 The Role of a Healthy Diet in Disease Prevention

The role played by the consumption of a nutritious diet and maintenance of a healthy
lifestyle is paramount in preventing disease and increasing longevity. Harrington et al.
(2009, p.91) state that ‘the combination of four protective lifestyle behaviours (being
physically active, a non-smoker, a moderate alcohol consumer and having adequate fruit
and vegetable intake) has been estimated to increase life expectancy by fourteen years’.
The link between diet and disease is well established. The World Health Organisation
(WHO) (2003, p.7) states that consuming a minimum amount of four hundred grams of
fruit and vegetables daily ‘helps reduce the likelihood of developing serious health
conditions, like, heart disease, stroke, obesity and Type 2 diabetes’. Swinburn el al.
(2011, p.804) state that obesity and Type 2 diabetes are global problems and that no
country has yet been successful in reversing the upward trend in the incidence of both
diseases; ‘all countries are searching for answers about how to reverse the rising tide of
adult and childhood obesity’. Matthews (2007, p.7-11) states that there is great concern
over the rise in obesity among school age children. In an Irish context, Reilly (2013, p.
2) states that ‘the current health status of people living in Ireland, lifestyle trends and
inequalities in health outcomes are leading us toward a future that is dangerously
unhealthy and very likely unaffordable’.
The definition of what constitutes unhealthy food and in contrast, a healthy diet has
been the focus of much research. Matthews (2007) notes that there is no common
definition in the European Union for unhealthy food, although she states that unhealthy
foods are generally regarded as those high in fat, salt or sugar (HESS). In a school-based
nutrition education guide written for the World Health Organisation, Dixey et al. (1999,
p.7) state that ‘a healthy diet is a diet that ensures that the amount and variety of foods is
adequate to provide the body with all the nutrients required in adequate proportions’.
The importance of forming good eating habits leading to a healthy diet is well
established. Grosvenor and Smolin (2005, p. 9) state that ‘food preferences and eating
habits are learned as part of each individual’s family, cultural, national, and social
background. They are among the oldest and most entrenched features of every culture’.

1.4 The Role of Marketing and Advertising in Intluencing Consumers Food Choice

This research will endeavour to examine the role which marketing plays in the
advertising of food in Ireland and how it affects the consumers’ choice of food. The
marketing and advertising of foods directed specifically towards children will be
evaluated. The influence which the marketing and advertising of food products has on
children’s food choice is of particular interest as previous studies have shown that
dietary habits are formed in childhood. This influence will be evaluated by interviewing
parents with two or more children to determine the parents’ views which this
advertising has on their children. The difficulties, if any, which consumers encounter
when trying to interpret the information on food labels, will also be researched. The
nutrition and health claims made by food manufacturers in marketing and advertising
campaigns and how these factors influence consumers will be investigated. The Food
Safety Authority of Ireland (FSAI) states that ‘the most important rule of labelling is
that the consumer should not be misled’. The FSAI (2011) was established in 1999 as
an independent food regulatory authority. The aim of this organisation is to ‘ensure that
Irish consumers and the consumers of Irish food at home and abroad are fully
protected.’
1.5 Influences on Consumers Food Choices

A further purpose of this research is to investigate whether consumers have the ability
to make educated choices about the food they choose to eat based on the information
provided by the manufacturers. The inclusion of calorie content on menus in Ireland and
how it may influence consumers’ food choices is also of interest in this research project.
The impact of advertising processed foods to children and the consequential influences
on eating habits will be examined. This research will also study the effects of some of
these processed foods and how they impact on health, especially on the incidence of
obesity and Type 2 diabetes in Ireland. The impact of healthy eating campaigns
discouraging the use of processed food and encouraging the consumption of healthy
food will be investigated. Promoting the nutritional quality of food to consumers is vital
in ensuring a balanced and nutritious diet.

1.6 Basis for this Research Thesis
The factors influencing food choice, especially the promotion of processed food
products and the increase in the availability of processed food products in parallel with
an increase in diet-related illness have been a cause for concern for researchers and
health organisations for many years. The ideal diet to maintain and promote health, and
the solutions to preventing diet-related illnesses, has been the subject of much research
and debate. It is of interest therefore, to both researchers and public health organisations
to increase the understanding of these multifaceted subjects. A number of challenges in
achieving this exist. Firstly, diet and food choice are determined by a comprehensive
interaction of factors. Secondly, linking health and disease to diet is a constantly
evolving research topic and challenge for health professionals and researchers. The
foundation for this thesis is derived from these challenging subjects.

1.7 Originality and V^alue of this Research
This study investigates the marketing, advertising and labelling of processed food in
Ireland and its influences on consumer choice and subsequent health issues. Although
marketing, advertising and labelling of food products are viewed as familiar topics, there
are few such studies in an Irish context concerning how these methods may influence
consumers’ food choice and the associated health issues. The World Health Organisation
defines marketing as:
Any form of commercial communication or message that is designed to, or has the effect of
increasing the recognition, appeal and/or consumption of particular products and ser\hces.
It comprises anything that acts to advertise or otherwise promote a product or service

(2012, p.9).

The Irish healthcare system is overburdened with patients presenting with dietaryrelated illnesses. Is it possible that a range of measures including; the imposition of
taxes on unhealthy food products, the introduction of subsidies on healthy food, the
display of calories on menus and the regulation of advertising and marketing of
unhealthy food products could have a drastic impact on the incidence of diet-related
illness in Ireland? A reduction in diet-related illness in Ireland would ease the burden on
the healthcare system, both from a cost and patient numbers viewpoint. The
investigation of the promotion of processed food products in Ireland, the subsequent
influences on consumers’ food choice and their understanding of the links between diet
and disease are therefore a timely and worthwhile topic to be examined.

1.8 Motivation and Background
As an employee both in education and the hospitality industry over the last two decades,
the author observed many different approaches to healthy and unhealthy eating. Having
encountered diverse attitudes both in Ireland and internationally, to diet and food
choices, the author developed an interest in the influencing factors behind these dietary
habits. With a background in science, nutrition and culinary arts the author has
combined these interests to study the influences on consumers’ food choice and dietrelated health concerns. The author has a particular interest in the dietary habits
established in childhood having witnessed varying approaches to dietary practices in
childhood worldwide.
1.9 Conclusion
This research suggests that the marketing, advertising and labelling of processed food
items greatly influences consumers, particularly children’s choice of food product. This
in turn encourages their parents to purchase these products, thus influencing their food
choices and puts them at increased risk of diet-related health issues such as obesity and
Type 2 diabetes.
1.10 Structure of Thesis
In Chapter One the author discusses her personal interest in the subject and the
background to the marketing, advertising and labelling of processed food products and
its importance in influencing consumers food choices. Chapter Two reviews the current
literature on the advertising and marketing of processed food products and examines the
issues of two prevalent diet-related illnesses, namely obesity and Type 2 diabetes.
Methods proposed to tackle the rise in these diseases are examined and preventative
measures are explored. Factors influencing consumers’ dietary habits are researched.
The literature review introduces different perspectives from both a commercial and
academic viewpoint. Chapter Three focuses on the research methodology used in this
study. Chapter Four documents the outcomes from the research questions and reviews
the outcomes of the research. Chapter Five provides an overall reflection on the
significance of this research and how it contributes to the epistemology of the
educational research and its practice. Chapter Six concludes the study and suggests
recommendations for future research.

1.11 Aims

The main aims of this research study are as follows:
•

To examine the role of advertising and marketing of food products to
consumers, in particular to children and the subsequent effects this has on those
children and their parents.

•

To determine to what extent consumers read and evaluate nutrition labels on
food products.

•

To determine the factors which influence food choice.

•

To study measures adopted worldwide to encourage consumers to select healthy
food options and to evaluate the results of these actions.

•

To evaluate the inclusion of calorie information on menus, as a form, of
labelling, and the extent to which this may influence consumers’ food choices.

•

To review the literature investigating dietary habits learned in childhood.

1.12 Objectives

The main objectives of this research study are as follows:
•

To investigate the labelling of food products and whether they are clear and
informative for consumers to decipher and therefore lead the consumer to make
informed choices when purchasing food.

•

To evaluate if the health and nutrition claims on food labels are an influencing
factor in consumers’ food choices.

•

The advertising and marketing of food to children will be investigated, and the
affects, if any, this has on their parents’ food choices will be examined.

•

To investigate parents viewpoints on the regulation of the advertising and
marketing of food products to children.

•

To analyse the impact of healthy eating and lifestyle campaigns and the current
recommended dietary guidelines in Ireland, including the Food Pyramid.

•

To investigate consumers perceptions of the links between diet and health.

Chapter Two: Literature Review
2.1 Introduction

The marketing, advertising and labelling of processed food in Ireland is of concern in
this research. The marketing and advertising of processed food products to both adults
and children is arguably one of the most divisive tools in encouraging and misleading
consumers to purchase products which consequently will be harmful to their health.
There is much scepticism or even disbelief of marketing and labelling claims by
consumers. Education and teaching consumers to interpret food labels is necessary to
ensure consumers make informed food choices. In this chapter, a review of the relevant
extant literature on the marketing, advertising and labelling of food products and
regulation of this marketing is presented. Research pertaining to diet-related illnesses
such as obesity and Type 2 diabetes and the associated healthcare costs will be
explored. Methods adopted to curtail the increase in the incidence of obesity and healthy
eating campaigns are represented in this chapter. Relevant studies on factors affecting
consumers’ choice of food product including health and nutrition claims on food labels,
the vast availability of processed food products in supermarkets and calories on menus
are reviewed. Finally, research studies analysing dietary habits formed in childhood are
examined and presented.
2.2 The Advertising and Marketing of Food to Children in Ireland

The techniques used to market food to children are multi-faceted and wide ranging
(World Health Organisation, 2012b). Chandon and Wansink (2011, p.l26) state that
‘advertising and promotions are the most visible and hence the most studied actions of
food marketers’. Kelly et al. (2008, p.337) state that ‘there is a recognised link between
high levels of exposure to advertising of unhealthy foods and overweight and obesity
among children.’ The Advertising Standards Authority for Ireland (ASAI) (2012) state
that the ‘essence of good advertising’ is that: ‘all marketing communications should be
legal, decent, honest and truthful.’
In May 2010, the World Health Organisation published a report containing a ‘set of
recommendations on the marketing of foods and non-alcoholic beverages to children.’ In

his foreword Dr Ala Alwan, Assistant Director General, World Health Organization,
states that:
The marketing offoods and non-alcoholic beverages with a high content offat, sugar or salt
reaches children throughout the world. Efforts must he made to ensure that children
everywhere are protected against the impact of such marketing and given the opportunity to
grow and develop in an enabling food environment, one that fosters and encourages healthy
dietary choices and promotes the maintenance of healthy weight
(2010, p.4).

The recommendations were drafted with major input from member states and the aim of
the recommendations is to assist countries in drawing up and/or strengthening existing
policies governing the marketing of food to children. Dr Alwan also states that many of
the foods that are specifically marketed to children are high in fat, salt and sugar and
that these foods ‘challenge efforts to cat healthily and maintain a healthy weight,
particularly in children.’ He further declares that many of these foods are palatable,
convenient and novel, that they are heavily marketed to children and are easily available
thus making healthy food choices more difficult. Nestle (2003, p. 182) notes that with
regard to children Television advertising works well and is especially effective for the
most frequently aired commercials such as those for sugared cereals, candy bars and
soft drinks.’

This finding concurs with Scully et ai (2014. p.1-6) who found that ‘food and
beverages depicted in advertisements during children’s programming are predominantly
unhealthy foods with high salt and sugar contents.’ They further state that a large
proportion of the food advertised during children’s television programmes was ‘food
that should be eaten in moderation as part of a well-balanced diet, based on the food
pyramid’. These unhealthy foods are a factor in the increase in childhood obesity and
the advertising of these foods influences children’s food choices. Adams et al. (2012,
p.l) note that the ‘consumption of an unhealthy diet is a key contributor to development
of overweight and obesity. Several systematic reviews have concluded that food
advertising has an effect on children's food preferences, purchasing requests, and
consumption. Swinburn et al. (2011, p. 806) state that ‘there is ample Justification for
protecting children’s health from the predatory effects of markets, yet almost
universally, governments are failing in this responsibility.’ The National Heart Alliance
(NHA) in Ireland state that:

Inten’entions and actions recommended to restrict marketing to children include: support
for parents in educating their family about healthy eating and the impact of media; healthy
food policies for pre-schools, schools and hospitals; independent monitoring of what is
happening in the advertising and marketing business, with special emphasis on growing
media markets such as the Internet and text messaging and how children are being targeted
(2008, p.2).

The World Health Organisation (2010) states that children should consume a diet that is
low in saturated fat, sugar and salt and maintain a healthy weight ‘in order to reduce
future risk of non-communicable diseases (NCD’s).’ Alwan (2010) states that unhealthy
diets in children are a risk factor for NCD’s and that these unhealthy diets increase the
incidence of overweight and obesity, both of which they say have increased worldwide
in recent years. Robson (2009, p.l35) notes that ‘diet induced diseases account for the
largest burden of chronic illnesses and health problems worldwide.’ The World Health
Organisation (2011) stress the link between disease and unhealthy diets; ‘poor diet is
one of the four common factors associated with the four miain NCD’s (cancers, diabetes,
cardiovascular diseases and chronic lung diseases), which are responsible for around
60% of all deaths worldwide, or over 35 million people annually.’

The importance of proper regulation regarding the marketing of food to children is
highlighted by the World Health Organisation (2011) who state that ‘evidence also
shows that television advertising inlluences children’s food preferences, purchase
requests and consumption patterns.’ They further state that ‘food marketing to children
is extensive, and focuses on products high in fat, sugar or salt.’ Among the World
Health Organisation recommendations are proposals to exclude all forms of marketing
foods high in fat, salt and sugar in areas where children gather, including nurseries, pre
schools, schools, clinics or other paediatric services centres, as well as at any cultural or
sporting events held in these areas. The World Health Organisation (2011) cite many
forms of advertising as marketing to children including sponsorship, advertising in other
media, product placement, sales promotion, celebrity endorsement, brand mascots or
characters popular with children, web sites, packaging, labelling, point-of-purchase
displays, e-mail and text messaging. Kelly et al. (2008, p.342) state that ‘premium
offers included with food products encourage children to pester parents to purchase
these products.’ The authors note that this is especially true when collections of
characters are offered by manufacturers, such as those supplied with children’s meals in
fast food restaurants.

Prentice and Jebb (2003, p.l87) describe how humans possess ‘a weak innate ability’ to
recognise energy dense foods and as a result may indulge in ‘passive over-consumption’
thus leading to weight gain. The study into energy dense fast foods and their perceived
role in weight gain and obesity concludes that ‘the high energy densities of many fast
foods challenge human appetite control systems with conditions for which they were
never designed.’ The National Taskforce on Obesity (2005, p.6) define energy dense
foods as those foods that are high in ‘fat, sugar and starch.’ Safefood (2012a, p.20) state
that;
Consumers identified a wide variety of barriers to healthy eating including time, food
preferences, cost, lack of willpower, and the perceived difficulty of making changes. Focus
group participants discussed the ready availability offast foods and convenience foods and
felt that the food market is weighted against healthy eating.

The Broadcasting Authority of Ireland (BAI) (2013, p. 12) define fast food as ‘food
coming under the recognised character of fast food and/or inexpensive cooked food
which is prepared and served quickly and is readily accessible for purchase by children.’
The BAI further states that ‘fast food in this instance does not refer to the actual amount
of time required to cook the food but rather the speed and ease with which the food can
be procured and consumed.’ Tandon et al. (2010, p. 244-5) state that ‘fast food is
increasingly popular and is as.sociated with higher-calorie, less-nutritive meals; the
obesity epidemic has paralleled the increasing popularity of eating fast food.’
In a market saturated with various brands of soft drinks the task to make a product stand
out and increase sales with novel marketing techniques is a challenge. In May 2013 the
soft drink manufacturer Coca-Cola launched a series of personalised bottles of CocaCola. In Ireland some one hundred and fifty names were personalised for the Irish
market using statistics gathered from the Central Statistics Office (CSO) and the
Northern Ireland Statistics and Research Agency. The idea was first launched in
Australia in 2012 and accounted for a four per cent increase in sales (Ring, 2013).

Chandon and Wansink (2011, p.ll7) state that ‘food marketers can influence food
consumption volume through four basic mechanisms with varying levels of
conspicuousness, and through deliberate or automatic psychological processes.’ The
first factor they list is the ‘conspicuous’ factor of the cost of food, which if discounted
or on a price promotion may lead the consumer to make a conscious decision to
purchase the product being promoted. Chandon and Wansink (2011) state that ‘even
10

temporary price reductions, advertised or not in stores, can increase energy intake.’ The
second factor is ‘the marketing communication; the advertising & promotion, branding,
nutrition and health claims.’ The third factor is the ‘actual quality and quantity of the
product’ and the fourth factor they list is the ‘eating environment.’

Kamik and Kanekar (2012, p.4) note that ‘television advertisements of energy-rich and
sugar-rich foods influence children to make unhealthy choices’. In a review of the
evidence of the effects of food promotion to children prepared for the World Health
Organisation, Cairns et ai (2009, p.l) found that ‘studies examining the extent and
nature of food promotion to children consistently conclude that food promotion is the
most prevalent marketing category targeting children and young people.’ Cairns et al.
(2009, p 32-6) concluded that children worldwide are ‘exposed to marketing that
promotes an unhealthy diet.’ They also note that research has showm that children can
recall with great accuracy the information in food adverts. They further state that
children who spent more time watching food advertising on television were more likely
to snack and have diets with a ‘lower nutrient efficiency’. Cairns et ai (2009) review of
the studies also found that there is ‘evidence that food promotion influences children’s
food preferences, and encourages purchase and purchase requests to parents for the
advertised food.’

In a project researching the effects of marketing and advertising of food to children,
Matthews (2007, p.7-11) found that unhealthy food and snacks were the most
commonly marketed and consumed foods by children in all countries. This project
gathered information in twenty countries across Europe including Ireland; the researcher
noted that unhealthy foods were those containing high amounts of fat, salt and sugar.
Matthews (2007, p.8) also notes that the food industry is using ‘sophisticated marketing
strategies’ to advertise their products to children; ‘food advertisements during children’s
TV overwhelmingly promoted unhealthy foods, with very little promotion of fruit and
vegetables and other healthy foods.’

Pomeranz (2010, p.99-100) notes that ‘because the vast majority of food marketed to
children is unhealthy, the net effect is that children are developing poor nutrition-related
beliefs and behaviours as a result of their exposure to such communication’. The author
also notes that young children do not possess the ability to differentiate between
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advertisements and actual programmes and therefore they are likely to believe claims
made in advertisements. Pomeranz further argues that children are an easy target for the
marketing practices and are likely to want the products they see advertised; ‘these
marketing techniques are effective partially due to the fact that young children are
uniquely susceptible to the persuasive influence of marketing. Marketers are thus able to
manipulate children to effectively request advertised products.’ The Irish Heart
Foundation (2011a) recommend that the amount of time spent viewing television by
children should be limited to prevent their ‘exposure to food advertising.’ They also
note that most of the food advertising aimed towards children is for unhealthy food.

This trend of advertising food that is considered unhealthy to children is being linked to
the increase in the incidence of obesity in many countries. Kelly et al. (2010, p.336)
note that ‘the marketing of unhealthy food to children is linked to the increased
prevalence of obesity worldwide.’ Veerman et al. (2009, p.365) state that ‘limiting the
exposure of children to marketing of energy-dense food could be part of a broader effort
to make children’s diets healthier.’ The authors also suggest that there is evidence to
suggest that the advertising of unhealthy foods may contribute to an increase in
children’s Body Mass Index (BMI) but it is not yet well established how much it
contributes to childhood obesity.

The StanMark (2012) project brought together researchers and policy-makers to develop
a set of standards for marketing foods and beverages consistent with the World Health
Assembly Resolution of 2010. The project had made a number of proposals to develop a
set of universal marketing standards. In their report on the project Persson et al. (2012)
state that advertising to children is achieved in many different forms. The authors list
mobile phones, internet, advertising in restaurants and sponsorship as other methods of
targeting and marketing to children. They also note that social media sites such as
Facebook require all members to be aged thirteen years or over; yet they acknowledge
that membership is possible by younger children. Younger children may therefore be
exposed to advertisements that are aimed at an older age group. Harris et al. (2009, p.
211-25) note that the marketing of food directed at children ‘makes clear that it is
exciting, fun, and cool to eat great-tasting, high-calorie food almost anytime or
anywhere, and there are no negative consequences for doing so.’ They stress that food
manufacturers target children as they have an effect on purchases that adults make.
12

Harris et al. (2009) also state that ‘progress on child nutrition is ditficult to imagine
unless the powerful force of food and beverage marketing is attenuated, if not
eliminated.’

Adams et al. (2012, p.1-6) note that the effects of restrictions implemented on food
advertising to children in the United Kingdom in 2007 were not effective in reducing
children’s exposure to the advertising of unhealthy food. The authors further note that
the restrictions were adhered to but they conclude that stricter regulations need to be
introduced in order to have a beneficial effect. In a study for the PolMark consortium
(Policies on Marketing of food and beverages to children) concentrating on describing
the global regulatory environment around food marketing to children, Hawkes and
Lobstein (2011, p.83-94) concluded that ‘to address food marketing to children,
governments need to develop clearer statements of the objectives to be achieved.’ The
study involved fifty nine countries worldwide. Andreyeva et al. (2011, p.221) suggest
that although there is a lack of research on the direct effects that television advertising
may have on children, their study, based in the United States of America (USA),
‘provides evidence that children’s exposure to soft drink and fast food advertising on
television is associated with increased consumption of the advertised product
categories.’ There is an impetus on health-promotion departments to deliver an equally
vigorous marketing approach to highlight the healthy eating/lifestyle messages to the
public, similar to the methods used by the food industry to promote processed food.

Borzekowski and Robinson (2001, p.46) found that pre-school children (aged between
two and six years) who viewed food advertisements on television were influenced by
the commercials. The authors found that when exposed to television advertisements,
even if only for a short period, the children were more likely to choose the food
products being advertised in preference to other products. They also state that
advertising to children should be reviewed considering the ‘recent epidemic of
childhood obesity and the ever-changing media environment.’ The correlation between
advertising and food choice in children could have positive outcomes if healthy foods
were to be advertised to children. In a study undertaken in the United States of America,
Robinson et al. (2007) found that children preferred the taste of carrots and milk if they
thought they were from McDonalds. The researchers used identical samples of five
different types of food, placing one sample in McDonalds packaging and the other
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sample in matching but unbranded packaging. The children ranged in age from three to
five years old and were from low income backgrounds. Although the researchers could
not objectively measure the past exposure of the children to the McDonalds advertising
and marketing campaigns, they concluded that the children had received sufficient
exposure to the McDonalds brand. The authors suggest that the marketing campaigns of
large food companies could address the problem of obesity by changing the foods they
have on offer. In one of the reports Mac Mullen et al. (2009, p.33) declare that an
international code on the marketing of unhealthy food to children is necessary. They
state that this code must offer ‘support and guidance to national governments in how to
respond to what is now recognised as an urgent health issue.’

Chandon and Wansink (2012, p.571) note that ‘biology and natural selection have
created strong food preferences. Individuals around the world want easy access to a
variety of tasty, convenient, inexpensive, and safe foods that can be eaten in large
quantities.’ In their review they pose the question; ‘Does food marketing need to make
us fat?’ They state that ‘for-profit food marketers are not focused on making people fat
but on making money.’ They further suggest that marketing of food could be used to
encourage consumers to buy and eat healthy foods. They also point out that ‘food
marketing is often singled out as the leading cause of the obesity epidemic.’ They also
state that convenience is one of the strongest trends in the demand for food products at
present. The goal of marketing departments is to create products that will satisfy the
demands of the consumers and, very importantly for the companies, to do this while
making a profit. Criticism of these marketing tactics however and the link with obesity
has come as the marketing of these convenience products has been associated with
consumers buying and consuming large quantities of the products. In their conclusion
Chandon and Wansink (2012, p.587) pose an answer to their own question, how has
food marketing made us fat? They state that ‘it is most likely through increased access
to continuously cheaper, bigger, and tastier calorie-dense food.’ Jenkin et al. (2014,
p.292) state that ‘the ubiquitous marketing of energy-dense, nutrient-poor food and
beverages is a key modifiable influence on childhood dietary patterns and obesity.’

Social marketing techniques are used to promote ideas, attitudes and behaviours to
consumers rather than tactile products. Kotler and Zaltman (1971, p.3) first proposed
the idea of using social marketing methods to promote social objectives and causes,
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stating that, ‘social marketing is a promising framework for planning and implementing
social change.’ French et al. (2010, p.l) define social marketing as ‘the systematic
application of marketing alongside other concepts and techniques to achieve specific
behavioural goals for a social good.’ Stead et al. (2007, p.l89-93) state that ‘social
marketing has great potential in the fight against obesity.’ The authors also draw
attention to the effects of advertising by large multinational organisations such as
McDonald’s and Coca Cola and ask how this advertising has ‘changed the world in the
last thirty years.’ They suggest that governments wishing to change consumers’ habits
using social marketing techniques must consider that it is a long term project taking a
‘long-term strategic approach’ and suggest that any proposed health campaigns need to
adopt the enduring approach taken by the above mentioned companies. Hastings and
McDermott (2006, p.l210-12) state that it is necessary to understand the motives
people have that encourage them to seek change ‘social marketers argue that attempts to
influence health behaviour should also start from an understanding of the people we
want to do the changing. The task is to work out why they do what they do at present,
their values and motivations, and use these to encourage healthy options.’ The research
presented in this section shows that the advertising and marketing of food products
encourages children to request and consume these products. The majority of products
advertised and marketed towards children are for unhealthy food.
2.3 Regulation of Advertising and Marketing of f ood to C’hildren in Ireland

The Irish Broadcasting Act (2009, p.l2-33) states that the BAI must ‘protect the
interests of children taking into account the vulnerability of children and childhood to
undue commercial exploitation.’ The Broadcasting Act defines the term child as ‘child
refers to any person under 18 years of age.’ Carter et al. (2011, p.962) states that
‘evidence suggests that until 8 years of age most children are cognitively incapable of
appreciating the commercial purpose of television advertising and are particularly
vulnerable to its persuasive techniques.’ The pervasiveness and science behind
marketing techniques aimed towards children is described by James (2013) who states
that;
In the 1980s marketing techniques for foodstuffs and soft drinks with a high fat, sugar or
salt content to children became highly sophisticated. With the help of child psychologists
companies began to understand the factors that unconsciously influenced sales. They found
out, for example, how to influence children and get them to manipulate their parents to take
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them to fast food restaurants or to attract them to confectionary through packaging and
placing it at a child’s eye level in supermarkets’
(2013, p.552).

This highlights the attempt made to influence parents’ purchase of food products by
marketing merchandise to children. James (2013) further states that it is the
responsibility of governments to legislate to protect children and adolescents from
unhealthy foods; ‘they should start by banning the sales of food and soft drinks that can
lead to disability and early death, on all public premises such as hospitals and schools.’
The need to legislate and limit the advertising of unhealthy food products to young
children is crucial as Tatlow-Golden et al. (2014, p.5) state that ‘food brand knowledge
develops before the concept of healthy eating does and food brand knowledge increases
significantly from three years of age.’ In concurrence with Borzekowski and Robinson
(2001), Tatlow-Golden et al. (2014) further note that children become very aware of
unhealthy food brands before the age of five years and stress that limiting children’s
exposure to unhealthy food advertising is essential before this age.
Fitzgerald (2011) confirms that the Irish Department of Health are working with the
BAI to limit the advertising of high fat, salt and sugar food and drinks to children. This
topic of specifically aiming food advertising at children has been the focus of much
research worldwide. Chandon and Wansink (2012, p.l27) state that ‘the message
communicated in these ads is that unhealthy eating (e.g., frequent snacking on caloriedense and nutrient-poor food) is normal, fun, and socially rewarding.’ The posting of
calories on menu boards in fast food restaurants as seen in the United States, is an area
Minister Fitzgerald reveals will be further investigated. The Minister also speaks of the
‘firm action’ needed to tackle the ‘proliferation of fast-food outlets.’ She mentions the
initiatives undertaken by the government in the United Kingdom where fast food outlets
are banned by law from opening any new outlets ‘within 400 metres of any school,
youth club or park.’ Minister Fitzgerald also highlights the need for practical measures
such as cycle lanes, footpaths and pedestrian crossings adjacent to sports grounds and
facilities to encourage children to use these amenities safely.
The Irish Broadcasting Act (2009) states that when preparing a broadcasting code, the
BAI may prohibit the advertising of certain foods to children:
A broadcasting code prepared by the Authority under subsection (2) (g) may prohibit the
advertising in a broadcasting ser\nce of a particular class or classes of foods and
beverages considered by the Authority to be the .subject of public concern in respect of the
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general public health interests of children, in particular those which contain fat, trans-fatty
acids, salts or sugars
(2009, p.47).

In a press statement released by the Irish Heart Foundation on 30 August (201 la), the
organisation indicated that they ‘maintained their position calling for a ban until 9.00
pm on the advertising of foods high in fat, sugar and salt to children and young people
up to age sixteen’. The Irish Heart Foundation (2011) claims that the health of children
is of major concern and further states that there is ‘overwhelming evidence’ of the
impact that the advertising of certain foods has on the health of children. In a poll on
Food Advertising Research (2011) commissioned by the Irish Heart Foundation, the
National Youth Council of Ireland and the Children’s Rights Alliance; fifty five per cent
of parents supported a ban on the advertising of unhealthy foods to children up until
nine pm. On September 27 2011, the BAI extended its deadline for submissions relating
to how food and drink should be commercially promoted to children in the broadcast
media. According to the BAI the extension was put in place because of the ‘large and
continued interest among stakeholders in submitting their views’. They also state that
‘consultation helps the BAI make informed decisions that take into consideration a
range of views and opinions of interested parties’.
In March 2012, the BAI launched stage 2 of a public consultation on a new Draft
Children’s Commercial Communications Code (DCCCC) and a new Draft General
Commercial Communications Code (DGCCC). These draft codes were available for
public consultation until 31 May 2012. The FSAI state that they ‘strongly support the
recommendation that advertising food and drinks high in energy, fat, saturated fat, sugar
and salt to children should be restricted by the BAT. On October 12 2012, the BAI
announced the results and decisions made as a result of this ‘public consultation
undertaken on the rules to be applied to the advertising of High Fat, Salt and Sugar food
and drink to children’. In June 2013, the BAI issued new rules regarding the General
and Children’s Commercial Communications Codes regulating the advertising of these
unhealthy foods to children. These new rules came into effect on September 2 2013, and
‘apply to all radio and television broadcasters regulated in the Republic of Ireland.’ The
BAI (2013, p.5) state that

‘commercial communications include advertising,

sponsorship and other forms of commercial announcements’.
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The model proposed by the BAI to determine whether a food is considered high in fat,
salt and sugar, is based on the model used in the United Kingdom (UK), namely the
Nutrient Profiling (NP) Model. This model uses a point system allocated to food to
calculate whether or not a food or drink is high in fat, salt or sugar (HFSS) in an attempt
to determine how healthy a food is. Both the Irish Heart Foundation (201 la) and
National Heart Alliance (2008) state that they fully endorse the Nutrient Profiling
Model ‘as an appropriate, specific and scientifically rigorous tool and calls for its full
implementation by the BAI in Ireland’ (201 la). The model has been criticised by some
groups as being too simplistic in its approach as, for example, cheese was deemed to be
a high fat food under the Nutrient Profiling Model. The Department of Health however,
has ruled to exclude cheese from the ban on advertising HFSS foods as it is seen as an
important source of calcium in children’s diets. The BAI states that the Department of
Health ‘recommended this approach given the health benefits and the economic and
cultural significance of cheese in an Irish context’. As part of the compromise agreed
any on-screen advertisements for cheese must display the ‘recommended maximum
daily consumption limit for cheese’. The advertising times of these HFSS food and
drinks will also be regulated under the new rules:
The BAI has decided to adopt the rules proposed in the Draft Children’s Commercial
Communications Code in respect to the HFSS food and drink. These rules state that
commercial communications for HFSS food and drink shall not he permitted in children’s
programmes as defined by the Code
(BAI, 2012).

With regard to the health and well-being of children, the awareness of limiting
children’s exposure to advertisements of foods high in fat, salt and sugar is paramount.
Section 42 of the Irish Broadcasting Act (2009, p.47) states that the BAI must ensure
that advertisements and other such forms of marketing which are of interest to children
must ‘protect the interests of children having particular regard to the general public
health interests of children’.

In the United Kingdom, scheduling restrictions on the television advertising of foods
high in fat, salt and sugar to children were implemented on April 1st 2007. Adams et al.
(2012) state that the scheduling restrictions introduced in the United Kingdom had little
impact on the exposure of children to the advertising of unhealthy foods. Statistics
released by the National Health Service (NHS) in England in 2012 show that in 2010,
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forty two per cent of men and thirty two per cent of women were overweight while just
over a quarter of adults (twenty six per cent of both men and women) were obese. In an
Irish context, Harrington et al. (2008, p.36) state in the SLAN (Survey of Lifestyle,
Attitudes and Nutrition in Ireland) report that forty four per cent of men and thirty one
per cent of women were overweight while twenty two per cent of men and twenty three
per cent of women in Ireland were obese. ‘In 2007, approximately 2 out of 3 Irish adults
were at an unhealthy weight (either overweight or obese) and almost one out of 4 adults
was obese’. The results of the National Adult Nutrition Survey in Ireland, conducted by
the Irish Universities Nutrition Alliance (lUNA) (2011, p.4), found that ‘obesity
remains a major public health issue in Ireland’. The statistics for both the United
Kingdom and Ireland are similar. Harrington et al. (2008) note that ‘based on measured
data, the prevalence of overweight and obesity in Ireland was broadly similar to that
reported from England (2006) and Scotland (2003), and approximately 5% lower than
in the USA (2004)’. The FSAI (2()12a, p.l) state that between the years 1990 to 2011,
the incidence of obesity has almost doubled amongst Irish women, while obesity has
trebled amongst Irish men. Children in Ireland are becoming more overweight and
obese; Perry et cil. (2009, p. 262-4) state that ‘the data provide stark and compelling
evidence on the evolution of the obesity epidemic in Irish children in tandem with the
increase in economic prosperity’.

The regulation of advertising and marketing foods high in fat, salt and sugar to children
has been proposed by the National Taskforce on Obesity (2005) as one of the
recommended ways to reduce the consumption of these foods and therefore reduce the
incidence of overweight and obesity in children in Ireland. According to statistics from
the Growing Up in Ireland study (2011) the incidence of childhood overweight and
obesity is on the increase. The enduring and pervasive influence which the advertising
and marketing of unhealthy food products has on children has been presented in this
section. The regulations that exist at present in Ireland are not resulting in a decrease in
the levels of overweight and obesity among children. The restrictions are therefore
failing to have the desired effect on the health of children.
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2.4 Food Labeliing

Labels on food products are the main source of information for consumers about what is
contained in those products. The European Union Labelling Directive 2000/13/EC
(2000, p.5) states that ‘the labelling and methods used must not be such as could
mislead the purchaser to a material degree, particularly as to the characteristics of the
foodstuff and, in particular, as to its nature, identity, properties, composition, quantity,
durability, origin or provenance, method of manufacture or production.’. The European
Food Information Council (EUFIC) (2005) state that ‘labels on food are supposed to
help us make informed choices about what we eat.’ Hawkes (2004, p.57) in agreement
with EUFIC (2005), states that ‘nutrition labelling can be an effective means of helping
consumers to make healthful food choices.’ With regard to the regulation of nutrition
labels on food products, the FSAI (2007) states that nutrition labels must list energy,
protein, carbohydrate and fat.
An appeal for manufacturers to provide coherent and uniform information on food
products has been made by many groups. Laffoy (2006, p.3) states that ‘regarding
access to affordable and nutritious food; the food industry has an obligation to provide
healthy food with reduced fat, salt and sugar content and better, easily understandable
food labelling.’ In a presentation to the joint Irish Oireachtas Committee on Health and
Children, Paul Kelly, Director and Shane Dempsey, Head of Consumer Foods, of the
Food and Drink Industry Ireland (FDII) stated that the FDII (2012, p.l6) ‘believe that
there is an onus on food manufacturers to supply consumers with clear and consistent
information on labels about the nutritional content of the foods.’

In agreement with Hawkes (2004), Storcksdieck and Wills (2012, p.l34) state that
‘providing nutrition information on foods and menus is considered a relevant means to
guide consumers toward more healthful food choices’. They also state that consumers
understand nutrition labels when tested in experimental settings; but in a real life
situation, taste, convenience, price and time limitations result in consumers not reading
labels on products. This concurs with the advice Blythman (2012, p.1-6) gives to
consumers; ‘ignore nutrition labels and logos and cut to the chase by looking at the
ingredients label. Basically, the more ingredients listed the more suspect the product is.’
Blythman (2012) states that she believes that many of the nutrition claims and logos on
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food products are confusing to consumers whereas an awareness of ingredients is vital
when purchasing food products.Storcksdieck and Wills (2012, p.l38) note that ‘low
income and lack of time may be major barriers to buying more basic and healthful
food’.
Storcksdieck et al. (2010) undertook a study for the^^db^t^el^n^^h^lCillljp^etter
Education for Life’ (FLABEL) project in 2010. The study was conducted in twenty
seven European countries plus Turkey and investigated the nutrition information present
on food packaging. The types of products investigated were biscuits, ready meals,
yogurts, carbonated soft drinks and breakfast cereals. The researchers found that the
majority of the products included in the study contained nutrition information in some
format, with the United Kingdom and Ireland having the highest levels of nutrition
information on products. Breakfast cereals were found to have the greatest amount of
nutrition information while ‘nutrition claims and guideline daily amounts (GDA) were
the most prevalent front-of-pack forms of nutrition information’.
Consumers’ use of food labels in their purchase of products was investigated by the
FSAI in 2009; they conducted this research study to determine the attitudes which
consumers had to Food Labelling. The FSAI appointed Ipsos MORI (a leading market
research company based in the United Kingdom) to undertake the research which was
both quantitative and qualitative. For the quantitative study a face-to-face survey was
conducted with one thousand and twenty one consumers aged sixteen years and older.
The qualitative study consisted of face-to-face interviews conducted with fifty
consumers, aged fifteen years and older. Interviews lasted around twenty five minutes
and consisted of a simulated shopping exercise, followed by an interview. Consumers
were asked to randomly choose pre-packaged food products from different product
categories and then the consumer was asked to discuss in detail their views on the
products they had chosen, the respective merits of each of the different approaches to
labelling on these products, and to identify areas in which they believed the food labels
could be improved. Respondents were provided with an incentive of €10 to participate
in the exercise. One of the respondents acknowledged that although reading food labels
was informative and assisted her in making a choice ‘it does take time’ (2009, p.9). The
combined results from the two studies state that one quarter of consumers said they
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'always’ consult food labels when shopping and twenty seven per cent of consumers
said that they ‘never’ or ‘rarely’ consult food labels when shopping for food products.

Many research projects have focussed on the frequency with which consumers read
labels and the information they derive from this. Moreno et al. (2011, p.444) state that
‘consumers in general prefer simple, easily understandable information cues on the front
of the packages. Experimental studies suggest that the label information provided is
indeed used by consumers.’ Moreno et al. (2011) concur with Hawkes (2004) and
Storcksdieck and Wills (2012) noting that labels can be informative for consumers in
assisting them to make food choices. The FSAI (2009) state that ‘the most important
rule of labelling is that the consumer should not be misled’. They also declare that the
purpose of food labelling is to inform consumers what is contained in pre-packaged
food. This is in agreement with the Citizens Information Board who state that:

Labels on food products tell us about their ingredients and sometimes their nutritional
values. A label is often the only source of information we have about the product.
Therefore, it is extremely important that all food labels are clear and easily understood

(Citizens Information Board, 2013).

In agreement with the FSAI (2009) and the Citizens Information Board (2013), the
Report of the National Taskforce on Obesity (2005) states that ‘product and food
labelling is an essential component of consumer choice’. A food label and the
information it contains is the only source of information a consumer has when
purchasing packaged food in a shop or supermarket. The list of ingredients, nutritional
information and any claims being made by the manufacturer are a valuable source of
information for consumers who are interested in what is contained in the product they
purchase. These findings are in agreement with Salnikova et al. (2014, p.338) who state
that ‘nutrition labelling as a policy tool (mandatory information) or as a voluntary
marketing communication is appropriate and particularly valuable because consumers
have no other way to evaluate the nutritional value of their food products.’
The necessity for labels to be clear and concise and easily read and understood by the
consumer is of paramount importance and according to the FSAI this information must
not be ambiguous for consumers. Safefood (2013b, p.2) states that a food label has three
key objectives, namely: to provide information about the product; to distinguish the
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food or drink from others on the shelf and to give consumers information to decide
whether the food or drink is safe to eat. In 2009, the FSAI published the results of a
study which had been conducted on consumers’ attitudes to food labelling. In this report
the FSAI (2009, p.3) state that ‘the aim of food labelling is to provide consumers with
information which may influence their purchasing decisions’. The researchers found
that one quarter of consumers said that they always consult food labels when shopping
for food, while twenty seven per cent of respondents said they rarely or never consult
them (2009, p.6). Mac Con lomaire and Lydon (2011, p.9) found that ‘over fifty-eight
per cent of respondents recorded reading labels when purchasing food in supermarkets.’
Their findings however, also state that six per cent of respondents never read labels
while twenty one and a half per cent of those surveyed ‘do not often’ read labels. The
authors also note that older people aged fifty seven and over, are more likely to read
labels on food packaging. These findings concur with Stran and Knol (2013, p.678),
who, in a study conducted in the USA, state that ‘older adults and those who perceive
their diet as high quality’ are more likely to read food labels. The authors further state
that women were more likely to use food labels than men. Hawkes (2004, p.38) states
that ‘those with lower levels of education or income were least likely to understand the
label.’
Determining consumers’ perception of the information contained in food labels has
been the focus of much research. The FSAI (2009) found that food labelling was
considered informative by nearly three quarters of consumers surveyed. The
respondents stated that the main reasons they read food labels is to look for nutrient
information, to find out information about calorie content and to determine if there are
specific ingredients in the food. Nprgaard and Brunsp (2009, p.601) found that ‘the
large amount of information on food labels and the technical presentation forms impede
the assessment of nutritional content, and consequently the choice between alternatives.’
A label and ingredients list on a processed food product is often the only means
available to the consumer to identify what ingredients are present in the product. In a
review of consumers perception of nutrition labels, Grunert and Wills (2007, p.397)
found that ‘conclusions pointed to the complexity of standard nutrition labelling and
problems with technical terms, numerical calculations and, for some people,
percentages.’ These findings are in agreement with Nprgaard and Brunsp (2009) who
state that complex information on food product labels can be confusing for consumers.
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The ease with which consumers can read and understand labels when shopping for food
needs to be taken into account when faced with aisles of packaged products each with
different labels and labelling formats. Some manufacturers highlight one positive aspect
of a product and declare this in larger writing or highlight this on the front of a pack.
The FSAI (2009) found that at least two thirds of consumers said they would be inclined
to buy food products labelled with the following nutrition claims: ‘low salt’, ‘high
fibre’, ‘low sugars’, ‘one of five a day’, ‘fat free’. In highlighting one ingredient such as
‘low fat’ however, the consumer also needs to be aware of the other ingredients in a
product, such as sugar content, and the effects if any, that altering one ingredient may
have on other ingredients. Safefood (2013a) states that ‘food labels are there to give you
information so you can choose between foods’. The development of a standard food
label to assist consumers in their ability to understand the information contained on
labels is essential. Sheehan (2012) states that new labelling formats are to be mandatory
in the United Kingdom as agreed by the major supermarket chains. The FSAI state that:
The traffic light scheme, developed by the Food Standards Agency UK, depicts whether a
food is high (red), medium (amber) or low (green) in key nutritional requirements, e.g., fat,
saturates, sugar, salt, calories
(2009, p.l9).

The Department of Health in the UK has chosen the format of new labels which will
‘compose a hybrid system which would involve traffic-light labelling on the front of
packets and Guideline Daily Amounts on the back. The labels will indicate with red,
amber and green labels which foods are high in calories, fat, saturated fat, sugar and
salt’. Sheehan (2012) claims Tesco and Lidl supermarkets have indicated that they will
introduce the same labelling system to their stores in Ireland. Hersey et al. (2013) state
that more research needs to be conducted on front of pack food labels to determine the
effects it has on consumers’ choice of food products. The Food and Drink Federation
(FDF) (2013) in the UK states that ‘Guideline Daily Amounts are a guide to how much
energy and nutrients are present in a portion of a food or beverage and what each
amount represents as a percentage of a person’s daily dietary needs.’ The Food and
Drink Industry Ireland (2013) state that ‘Guideline Daily Amounts are the voluntary
industry initiative to help consumers understand nutrition information and help them
make informed food choices.’ The FSAI state that:
Guideline Daily Amounts are a guide to how much energy and key nutrients the average
healthy person needs in order to have a balanced diet. GDAs on labels are a guide, not a
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target. They are based on the ‘average’ adult woman, but active men will have higher
requirements and children will have lower requirements
(2009, p.20).

The Food and Drink Industry Ireland (2013) note that although Guideline Daily Amount
labels are not mandatory in Ireland, many companies are choosing to put this
information on their products. The FSAI (2009, p 19) states that ‘traffic-light labelling
and Guideline Daily Amount schemes are both examples of voluntary ‘signpost’
labelling, which convey nutrition information about the product and are usually placed
on the front of the pack.’ The Food and Drink Industry Ireland (2013) further state that
they believe that Guideline Daily Amount labels contain enough detail for consumers
‘to make an informed decision in line with their dietary requirements.’ The information
can be on either the front or the back of the pack and can be in one of three different
formats. The Guideline Daily Amount can be a single icon detailing the energy content
of the product and that energy content can itself be listed in one of three ways; calories,
energy or kilocalories (kcal).

The five nutrients, if listed, on the Guideline Daily

Amount label, are calories, sugars, fat, saturates and sodium. In order to calculate the
salt content of a product the sodium content must be multiplied by 2.5. The FSAI state
that seventy three per cent of consumers said they would prefer to see a salt value listed
instead of a sodium value on nutritional labels (2009, p.17). They (2009, p.20) further
state that ‘the GDA system is not fully understood by most people, but considered
informative when explained.’ The traffic-light labelling format has been introduced by
some manufacturers;
Front-of-pack traffic-light nutrition labelling has been widely proposed as a potential tool
for improving population diets. The aim is to increase consumers’ awareness and
understanding of the nutritional content offood. Traffic-light labelling may also encourage
food producers to improve product formulation
(WHO, 2012).

The FSAI (2009, p.20) state that ‘thirty nine percent of consumers said they found the
traffic-light system most informative’, while only eight per cent found traffic-light/
Guideline Daily Amount combination of food labels most informative. The remaining
fifty three per cent of respondents found one of the two formats of Guideline Daily
Amount label presented the most informative.

25

The debate regarding the presentation of nutrition information on food labels is a
universal problem. Drichoutis et al. (2006) state that countries such as Australia and the
USA have recognised the need for nutritional labelling on food and say that Europe is
behind in regulating for standardised nutrition labels. Cowbum and Stockley (2005)
published a review they had undertaken on behalf on the British Heart Foundation
Health Promotion Research Group; they reviewed published and unpublished research
into consumer understanding and the use of nutrition labelling in Europe. They reported
that while the use of nutritional labels is high among consumers, available evidence
suggests that consumers can understand some of the clearer information on labels but
are confused by some of the more complex information, particularly if calculations are
involved. The authors conclude that a simplification of some of the labelling formats
may lead to a greater understanding of nutritional labelling among consumers.
The need for a universal labelling format is vital in helping consumers to make
informed food choices. The European Consumer Organisation, Bureau Europeen des
Unions de Consommateurs (BEUC) (2013) notes that ‘the current proliferation of
different simplified labelling schemes is causing unnecessary confusion; the lack of full
nutrition information on many food products makes it difficult to compare or to choose
the most suitable option.’ The organisation further states that consumers need clear and
accurate information on food labels to help prevent obesity and other diet-related
illnesses. Mulvihill (2010) criticises the Irish Department of Health for the lack of a
single format, front of pack, easy to read label on foods ‘despite international research
which shows customers prefer a traffic-light labeling system because it helps them
easily choose healthier foods.’
Nprgaard and Brunsp (2009, p.605) state that ‘label information should be made more
accessible by using less information, less technical presentation forms and more visual
aspects, if consumers with low motivation and ability are to be reached.’ Campos et al.
(2011) note that nutrition labels are used infrequently by children, adolescents and
obese adults; they further state that nutritional information on food products is seen as a
credible source of information by consumers and that this information influences their
choice of food products. Cowburn and Stockley (2005, p.27) state that ‘the complexities
of the influences on food choice and behaviour change are well documented, but
improvements in nutrition labelling could make a small but important contribution
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towards helping to make the existing point-of-purchase environment more conducive to
the selection of healthy choices.’
The FSAI (2012c, p.1-13) states that a new European Union Regulation No (EU)
1169/2011 came into effect on 13 December, 2011 and the rules governed by the
regulation will apply from 13 December, 2014. Certain restrictions will apply until 13
December, 2016 when the regulation will be enforced in full. The FSAI states that
under this new regulation the term food labelling will be outdated and the new
terminology used will be ‘food information’. The FSAI (2012d, p.I) define food
information as ‘information concerning a food and made available to the final consumer
by means of a label, other accompanying material, or any other means including modem
technology tools or verbal communication.’ There is a need to ensure consumer
confidence in information displayed on food products. DeVille-Almond and Halliwell
(2014, p.55) state that ‘the claims made on food packaging are tightly regulated and so
can be trusted and relied on to provide accurate information’.
The above research concludes that there is a need for a standardised format for nutrition
information on food products. Research proves that some consumers do use the
nutrition information provided on food labels to assist them in making food choices.
The need for clear, consistent and easy to interpret information on food labels is vital.
This need is understood by the European Union and has resulted in new legislation with
affect from December 2014, to be proposed. These new food label formats will need to
be used by consumers and then evaluated to ensure that they assist consumers in making
healthy food choices and give them the information they require. The fundamental fact
that consumers must not be misled is essential to consider when any new legislation is
being proposed.
2.5 Health and Nutrition Claims on Food Products

Health and nutrition claims are widespread on the packaging of many food products,
Lalor et al. (2010). These claims have become more prevalent in recent years in parallel
with the increased availability of processed food products. In a competitive market there
is a need for manufacturers to ensure that their products are differentiated from others
and that they capture consumers’ attention and result in a purchase of their particular
product. Factors that encourage consumers to purchase products are significant to
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manufacturers of these products considering the vast array of food products available.
Health claims appeal to those who have a particular interest in the beneficial properties
which the product promises. Petrovici et al. (2012, p.777) found that consumers are
becoming more nutritionally aware, accepting the fact that diet is strongly related to
possible health problems.
The European Council Directive (1990, p.3) for labelling of foodstuffs defines a
nutrition claim as ‘any representation and any advertising message which states,
suggests or implies that a foodstuff has particular nutrition properties due to the energy
(calorific value) it provides.’ The current directive governing the law on food labelling
in the European Union (Directive 2000/13/EC) (2000, p.2) states that ‘the prime
consideration for any rules on the labelling of food stuffs should be the need to inform
and protect the consumer.’ The European Union Regulation 1169/2011 (2011, p.26)
states that in accordance with the principles governing mandatory food information, this
information on nutritional characteristics must be in a form to ‘enable consumers,
including those with special dietary requirements, to make informed choices.’
In a study undertaken in Dublin, Lalor et al. (2010, p.704-11) examined the labels of ‘a
total of 1880 commonly eaten packaged food products’. The researchers found that 47.3
% of foods surveyed carried a nutrition claim and 17.8 % carried a health claim. Frozen
fruit and vegetables and breakfast cereals were the food categories with the highest
proportion of nutrition claims. The most commonly used phrase was found to be ‘low
fat’ and ‘it was found that yoghurt and yoghurt drinks was the food category with the
highest proportion of health claims, of which improving or boosting the digestive
system was the most common’. Lalor et al. (2011, p753-65) found that ‘products
claiming to lower cholesterol were purchased more among the older age group than the
younger age group.’ This may be explained by the fact that lowering cholesterol and
heart disease are primarily conditions of concern to older people. Functional foods such
as those claiming to lower cholesterol have become widely available in recent years.
These functional foods are defined as:
Foods, in addition to their basic nutritive value and natural being, will contain the proper
balance of ingredients which will help us to function better and more effectively in many
aspects of our lives, including helping us directly in the prevention and treatment of illness
and disease
Goldberg (1994, p.3).
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Brug (2008, p.50) notes that ‘health behaviour is influenced by individual motivation
and abilities, as well as environmental opportunities.’ Wansink and Chandon (2006,
p.607) state that foods labelled as low fat may encourage consumers to ingest up to fifty
per cent more of the product. The researchers found that participants in their study ate
50.1% more granola which was labelled as low fat, than regular granola. They also
found that overweight participants were more likely to consume greater quantities of
products labelled as low fat as there was less guilt associated with eating products
labelled as low fat. Wansink and Chandon (2006) further state that there is early
evidence to suggest that consumers who choose to eat a sandwich labelled as low fat
may consume a calorie laden dessert and therefore increase significantly their overall
daily calorie intake. The authors (2006, p.607) also note that ‘relative nutrition claims
could create misleading “health halos” that lead consumers to believe that the food
contains fewer calories and that the acceptable or appropriate amount to consume is
higher when the food is described as being lower in fat.’ Faulkner et al. (2014) are in
agreement with Wansink and Chandon (2006) regarding consumption patterns of
healthy food. Faulkner et al. (2014, p. 106-12) state that foods labelled as ‘healthy’ may
encourage consumers to eat larger portions of these so called ‘healthy’ foods when
compared with portion size of normal foods. Foods labelled with health claims such as
‘low fat’ have been found to encourage all consumers, particularly those who are
overweight to eat more of these low fat products.
The emphasis on ensuring that consumers understand health and nutrition claims on
products and can use these claims to assist them in choosing food products has been the
focus of much research. Swartz et al. (2013, p.4) state that there are ‘several strategies
being put into practice’ to increase the understanding and use of nutrition labels among
consumers; these include ‘calorie menu labels, front-of-the-pack nutrition labels on pre
packaged foods in grocery stores, and universal symbols designating healthy foods’. In
agreement with Swartz et al. (2013), this need to increase consumers’ understanding
and interpretation of food labels is also of concern to the Codex Alimentarius
Commission (2013a, p.6) who states that ‘supplementary nutrition information on labels
should be accompanied by consumer education programmes to increase consumer
understanding and use of the information.’ The Codex Alimentarius Commission was
established by the World Health Organisation and the Food and Agriculture
Organisation (FAO) in 1963 to ‘develop harmonised international food standards.
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guidelines and codes of practice to protect the health of the consumers and ensure fair
practices in the food trade.’
As stated previously, Lalor et al. (2010) note that more than sixty five per cent of food
products carry either a health or nutrition claim. Consumers ability to understand the
claims being made on products and using this information to make informed food
choices have been the subject of much research. The variations in presentation and
information contained on these labels and the claims being made have caused concern
among health organisations. This establishes that these concerns have resulted in
demands for a standardised and unambiguous nutrition label on food products which is
easy for consumers to understand. The European Food Information Council (2005), the
FSAI (2009) and the Food and Drink Industry Ireland (2012) concur that nutrition
labelling on food products should be clear and assist the consumer to make food
choices.
2.6 Obesity

Obesity and diet-related illnesses pose a serious public health challenge. The link
between diet and disease is well established. The Irish Universities Nutrition Alliance
(2011) found that the drastic change in the Irish diet has led to an increase in the
incidence of overweight and obese adults and children, and an increase in Type 2
diabetes. This increase in overweight and obesity has been highlighted as a causative
factor in developing diet related diseases. The definition of overweight and obesity is
clearly stated by the World Health Organisation and uses BMI to define the terms
exactly:
BMI is a simple index of weight-for-height that is commonly used to classify overweight
and obesity in adults. It is defined as a person's weight in kilograms divided by the square
of his height in meters (kg/ffy). A BMI greater than or equal to 25 is overw’eight and a BMI
greater than or equal to 30 is obesity
World Health Organisation (2012).

BMI can be calculated easily using weight and height measurements and is generally an
accurate method to determine if an individual is overweight or obese. The HSE (2013b)
states that ‘BMI is currently used as the most accurate and reliable way of measuring
how overweight you are.’ The HSE however, explain that the weight of those who have
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trained to build up muscle mass may not be accurately represented by the BMI
calculation due to the presence of excess muscle. Muscle can add extra weight, and this
may result in an overweight or obese BMI, although the subject is not an unhealthy
weight. The HSE further states that for most people the BMI calculation is an accurate
way of assessing their weight.
Higgins (2001, p.l) notes that ‘a poor diet and nutrition are identified as risk factors for
cardiovascular disease, obesity, diabetes mellitus, gastrointestinal disease, osteoporosis,
and some types of cancer’. Moreno et al. (2011, p.l) state that ‘obesity has become a
major determinant of morbidity and mortality in many areas of the world, the most
important diseases being Type 2 diabetes, hypertension, cardiovascular diseases,
musculoskeletal, and psychological disorders as well as certain types of cancer.’ In
agreement with Higgins (2001) and Moreno et al. (2011), Kearns et al. (2014, p.8) state
that their findings ‘support previous observations of a positive association between
overweight and obesity and a number of chronic diseases. The results highlight that
overweight and obesity are major contributors to the burden of chronic disease in the
Irish population.’
Gibney (2012, p.74) states that ‘it is often said that the problem of obesity is simple; if
the energy consumed from our food exceeds the energy we expend through our various
activities including physical activity, you get fat.’ The negative term ‘fat’ has been
generally replaced by the terms overweight and obese. De Brun et al. (2013, p.l9) note
that ‘fat was often used as a derogatory term for excess weight which could pertain to
either overweight or obesity. Excess body weight in the forms of overweight and
obesity are contributing to the increase in many diseases and have become key public
health risks worldwide in recent years. Kurzer and Cooper (2011, p.l07) state that
‘following in the footsteps of the average American, over the last 30 years Europeans
have been getting fatter. The same combination of abundant high-calorie food plus
sedentary lifestyles contributes to weight gain on both continents.’
In a summary report released by the Irish Universities Nutrition Alliance in 2011, a total
of twenty four per cent of those surveyed were obese. The researchers also note that
self-reporting of body weight is associated with under-reporting of overweight and
obesity among participants in the study. The survey also found that the prevalence of
obesity in eighteen to sixty-four year old adults, the age group of those surveyed, has
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increased significantly since 1990. The Irish Universities Nutrition Alliance (2011, p.4)
states that ‘these results highlight that obesity remains a major public health problem in
Ireland.’ The increase in the incidence of overweight and obesity is a global problem
and research has found that obesity is linked to an increased risk of developing other
life-threatening conditions. The Growing Up in Ireland study (2011, p.2) tracking the
lives of nine year old children noted that ‘26% of children were either overweight or
obese.’
A report by the World Health Organisation (2003) stated that due to the increase in
mechanisation, urbanisation and industrialisation in many countries in the world there
has been a change in diet and behaviour. The World Health Organisation (2003, p.61)
also state that ‘increases in obesity over the past thirty years have been paralleled by a
dramatic rise in the prevalence of diabetes.’ The Organisation list certain nutrients in
food that were to be investigated namely, fat, carbohydrates, including those refined
carbohydrates such as sugar, the glycaemic index of foods and fibre. The report also
indicates the importance of the role played by the environment and state that many
environments have become increasingly ‘obesogenic’ (obesity-promoting). The Irish
Nutrition and Dietetic Institute (2007, p.l) define obesogenic as ‘the condition that can
lead to people becoming excessively overweight.’ They further state that ‘people live in
an environment that promotes weight gain and may not be conscious of the factors that
influence their lifestyle choices.’ The factors which create an obesogenic environment
are defined by the following researchers. Brug (2008. P.54) states that ‘an obesogenic
environment is characterized by high availability and accessibility of palatable energydense foods, as well as great opportunities to avoid almost any work, transport or
leisure-time physical activities.’ In agreement with Brug (2008), Swinburn et al. (2011,
p.804) state that ‘obesity is the result of people responding normally to the obesogenic
environments they find themselves in.’ In summary, an obesogenic environment is an
environment encouraging the excess consumption of energy dense food combined with
a low level of physical activity. This imbalance in energy consumed and energy utilised
creates a situation leading to weight gain.

Researchers agree that the weight gain resulting in overweight and obesity is due to the
imbalance between energy consumed and energy used by the body. The Health Service
Executive (HSE) (2013a) in Ireland defines obesity as a condition ‘when a person has
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an abnormally high amount of body fat.’ Wang et al. (2011, p.815) note that the ‘rising
prevalence of obesity is a worldwide health concern because excess weight gain within
populations forecasts an increased burden from several diseases, most notably
cardiovascular diseases, diabetes, and cancers’. The increase in obesity worldwide is
closely linked to an increase in Type 2 diabetes. Lorenz et al. (2013, p.4011) note that
‘the dramatic rise of the twin epidemics. Type 2 diabetes and obesity is associated with
increased mortality and morbidity worldwide.’ Farag and Gaballa (2011, p.29) define
diabesity as ‘the term for diabetes occurring in the context of obesity.’ The authors
further state that ‘sometimes it is referred to as obesity-dependent diabetes. Recently, it
has been recognised as a major public health problem that is evolving to become an
epidemic.’

In an Irish context, Safefood (2012b) states that ‘the current epidemic of overweight and
obesity has evolved over a relatively short time scale, approximately two to three
decades.’ The causes for this have been the subject of detailed worldwide research and
the reasons are complex and varied. Swinburn et al. (2011, p.8()4) state that; ‘changes in
the global food system, including reductions in the time-cost of food, seem to be the
major drivers of the rise of the global obesity epidemic during the past 3-4 decades.’
The authors further state that during the 1960s and 1970s the availability of an
‘increasing food energy supply’ led to an increase in people’s food consumption and
therefore their weight. This increase in food availability and decrease in physical
activity have been identified as contributing to overweight and obesity which in turn
have been causative factors in other diseases.

The factors contributing to the global obesity epidemic are complex and varied. The
Irish Heart Foundation (IHF) (2013, p.l) state that many factors are to blame for the rise
in the incidence of obesity; ‘the overwhelming influences of obesity in 99% of the
population are environmental and include marketing, advertising, increasing portion
sizes, accessibility and availability of foods and facilities, increased automation and
increased car use among other factors’. Friihbeck et al. (2013, p.l 17) note the increase
in the incidence of obesity worldwide; ‘although obesity was only introduced in the
1950s into the International Classification of Diseases it had already reached epidemic
proportions by the end of the century, becoming one of the leading causes of death and
disability worldwide.’
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Safefood (2009a, p. 8) state that ‘obesity contributes to almost 2,500 premature deaths
on the island.’ The Organisation for Economic Co-operation and Development (OECD)
(2010a, p.233) states that ‘half or more of the adult population is now defined as being
either overweight or obese in thirteen OECD countries,’ Ireland is one of those thirteen
countries. It is also stated that obesity is a known risk factor for numerous health
problems including diabetes. Kearns et al. (2014, p.8-9) state that ‘achieving a relatively
modest reduction in average BMI at the population level is likely to significantly impact
the burden of disease attributable to overweight and obesity.’
In the mid-1980s British scientist Professor Philip James questioned why individuals’
weight was increasing. In 1995 he established the International Obesity Task Force
(lOTF) and he was appointed the President of the International Association for the
Study of Obesity (lASO). The International Obesity Task Force is ‘a global network of
experts working to alert the world to the growing health crisis caused by soaring levels
of obesity.’ The International Obesity Task Force was first assembled to prepare the
original scientific research report on the global epidemic of obesity. The report was used
as a working draft by the World Health Organisation expert consultation on obesity in
1997. The report produced by the World Health Organisation established the criteria for
assessing obesity and in 1998 this was circulated to all health ministers at the World
Health Assembly. The information in the report was eventually used to produce the
World Health Organisation Expert Technical Report on obesity in 2002. This report
was created to urge governments to act to control the rising levels of obesity which they
referred to as ‘the biggest unrecognised public health problem in the world. The
International Obesity Task Force’s mission is to inform the world about the urgency of
the obesity problem and to persuade governments that the time to act is now.’ James
(2004, p.3-8) underlined the need for a major change in dealing with the ‘obesity
epidemic.’ He stated that it was imperative that there was immediate action to ensure
the ‘prevention of diet, activity and weight-related ill health across the whole of
Europe’s population’.
The importance of children beginning life at a healthy weight and maintaining that
weight has been the focus of much research. In the findings from the Growing Up in
Ireland study, Williams and Morgan (2012) confirm that there is a strong relationship
between exercise and participation in physical activities and levels of overweight among
the thirteen year olds in Ireland. Young people who take part in exercise were less likely
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to have problems with overweight and obesity. Williams and Morgan (2012) also found
children from a higher social class and those with a higher level of parental education
were more likely to participate in organised sports. Sekine et al. (2002, p.l63) found
that ‘parental obesity, long hours of TV watching and physical inactivity were
significantly associated with childhood obesity.’ In agreement with Sekine et al. (2003),
Keane et al. (2012, p.5) state that ‘parent weight status is a significant predictor of
childhood obesity. Children from lower household class families and those with lesser
educated mothers were at an increased risk of childhood obesity.’ In a review of
statistics in Ireland from 2002 to 2007, Madden (2012, p.893) found that ‘there is
evidence that obesity and overweight are relatively more concentrated among males, the
old and those with lower educational achievement.’ In a report analysing overweight
and obesity among nine year olds Layte and McCrory (2011, p.28) state that ‘children
from unskilled manual working class households were significantly more likely to be
overweight and obese than their peers from professional households.’ The need to
ensure that all children are given the opportunity to lead a healthy life at a weight
recommended by health professionals is a focus for those involved in determining
public health policies. Children who begin life at a disadvantage from a socioeconomic
point of view must be targeted to prevent deterioration in their health throughout their
childhood years.
In an Irish Oireachtas debate on childhood obesity. Professor Donal O’Shea (2012, p.3)
states that ‘the emphasis in dealing with the obesity problem has to be prevention,
prevention and prevention and it has to be focused on the kids.’ Keane et al. (2012, p.l)
state that ‘understanding the underlying pathways to childhood obesity will help in the
development of effective policies and interventions against child obesity.’ Prevention of
illness through promotion of a healthy diet and lifestyle has been the focus of many
research projects. The prevention of obesity in children and adults is recommended due
to the many other diseases obesity may contribute towards.
A reduction in the incidence of obesity needs support and input from many sectors
including government public health policies and pledges from food manufacturers.
Many of the factors leading to childhood obesity are preventable. Dahly and Rudolf
(2010, p.4) identified certain ‘predictors of childhood obesity; these included parental
BMI; maternal age, ethnicity, education, and smoking; infant breast feeding and
sleeping patterns; and birth weight and infant weight gain.’ In an Irish context. Turner
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(2014, p.2) states that ‘one in six women attending our antenatal clinic in the Coombe
Maternity Hospital, Dublin are obese and one in fifty are morbidly obese.’ These figures
are close to the national rate. He further states that obesity has a negative impact on
both mother and baby. He says that this is a worrying trend and also emphasised that
healthcare costs associated with the treatment of these women is higher than treating
women who are a normal weight.
Encouraging parents to provide a healthy lifestyle for their children may decrease the
rise in childhood obesity and other associated illnesses. In 2008, Temple Street
Children’s University Hospital Dublin introduced a programme called W82GO
Childhood Obesity Treatment Programme. The programme incorporates a holistic
approach promoting changes in lifestyle and eating habits.
The treatment aims to improve nutrition: improve fitness, increase physical activity levels;
reduce sedentary/sitting time and improve emotional well-being and family functioning. We
deliver educational and practical session to improve health literacy and empower families
to make healthy lifestyle choices. Families learn how to shop and to read food labels. They
learn how change their attitudes and working together as a unit committed to getting
healthier

(O’Malley, 2013).

Since 2008, four hundred obese children ranging in age from eighteen months to sixteen
years have been referred to the W82GO treatment programme. The treatment
encourages healthy lifestyle changes for the entire family and has seen high success
rates since its introduction.

In June 2013, in a presentation to the Irish Oireachtas

Committee on Health and Children, O’Malley claimed that the service is struggling to
keep up with the demand to treat patients and states that all of the children that have
been treated under the programme are clinically obese with seventy per cent of those
already suffering from health problems. There was a waiting list of one hundred and
fifty obese children at this time. O’Malley stressed there was an urgent need for holistic
care for these children in an attempt to gain government funding for the programme.
She further outlined the success of the programme stating but warned that the obesity
levels of children on our waiting list however continue to rise.’
Harrington et al. (2008) state that ‘central obesity (as defined on the basis of elevated
waist circumference) is associated with increased risk of diabetes and cardiovascular
disease, beyond the risk associated with generalised obesity.’ In December 2006, the
HSE published a set of guidelines prepared by Dr Christine McMaster aimed at
assisting community based practitioners in the prevention and management of
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overweight and obesity in children in Ireland. In a foreword to the report, Laffoy (2006,
p.3) notes that the cost of treating obesity places a major burden on the healthcare
system; ‘obesity creates a major economic burden through loss of productivity and
income, and consumes approximately eight per cent of overall health care budgets.’
Laffoy also states that the treatment and prevention of obesity is a complex issue and
says that ‘a multifaceted approach’ is needed to tackle the issue. The guidelines in the
HSE report include recommendations to enable all people living in Ireland to make
healthy lifestyle choices but Laffoy acknowledges that these healthy choices must be
made easily available to all of the population. She also states that there is a need for
‘shared societal responsibility and collaboration between the public, private and
voluntary sectors as outlined in the report of the National Task Force on Obesity.’ She
lists the need for exercise programmes in schools and safe routes to encourage children
to walk to school as well as access to green parks and playgrounds to encourage a
healthy and active lifestyle. Dr Laffoy highlights the need for a multidimensional
approach.
In this HSE report, McMaster (2006, p.l3) states that ‘the issue of childhood
overweight and obesity is a societal rather than a medical one, and both prevention and
management can only effectively occur when all sectors in society are working in
partnership for a common goal.’ McMaster also stresses the need for schools to play an
active role in the prevention of overweight and obesity in young people and suggests
that the topic could be addressed as part of the Social, Personal and Health Education
(SPHE) school curriculum.

At present all students study SPHE at Junior Certificate Level in Second Level Schools.
The National Council for Curriculum and Assessment (NCCA) (2000, p.l8) state that
part of the SPHE module deals with healthy eating and the aim of this tuition is ‘to
make the students aware of the elements of a balanced diet and the importance of
healthy eating for physical and mental well-being.’ The National Heart Alliance (2008,
p.l 1) notes that educating young people about healthy eating and lifestyle is vital and
should be targeting teenagers through SPHE in schools and through youth clubs. Only
some schools in Ireland offer SPHE at senior cycle.
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Tn a study conducted in the United States of America in 2003, Latner and Stunkard
found that ‘the prevalence of childhood obesity more than doubled in the period from
1961 to 2001.’ They replicated a study, previously conducted in 1961, to ascertain if the
stigma associated with obesity had changed in the interim and they found that
‘stigmatisation of obesity by children appears to have increased over the last 40 years.’
In an extensive review of published articles and figures related to obesity in children
worldwide between January 1980 and October 2005, Wang and Lobstein (2006, p.ll)
found that ‘obesity and overweight has increased more dramatically in economically
developed countries and in urbanized populations.’ The authors also note that ‘effective
programmes and policies are needed at global, regional and national levels to limit the
problem among children.’

Friihbeck et al. (2013, p.ll8) state that ‘the consequences of obesity are more farreaching than mere aesthetic problems and heavily impact both directly and indirectly
on a broad range of aspects of health, expanding from single individuals up to whole
nations.’ Wang and Lim (2012, p.l76) studied the association between socio-economic
status and childhood obesity and note that ‘childhood obesity has become a global
public health crisis.’ They found that the incidence of obesity and overweight in
children had increased dramatically on a global scale since 1990. Wang and Lim also
note that the socio-economic status of children’s families had a significant bearing on
the likelihood of those children being overweight or obese: ‘In general, socio-economic
status (SES) groups with greater access to energy-dense diets (low-SES in industrialized
countries and high-SES in developing countries) are at increased risk of being obese
than their counterparts.’ In an Irish context the degree to which socio-economic status
impacts on obesity and the necessary measures needed to stem the rise in obesity has
been questioned. Madden (2013a, p.I82) states that ‘it may also be the case that people
at different parts of the income distribution may be more responsive to education and
marketing campaigns. Thus knowledge of whether, and to what degree, there is a socio
economic gradient of obesity in Ireland may assist in more appropriate targeting of
policies.’

An Irish Oireachtas report on Obesity (2011, p.4) states that ‘food costs, the availability
of healthy foods and the relatively poor availability of good facilities for exercise in
disadvantaged areas have been linked to differences between socio-economic groups.’
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Darmon and Drewnowski (2008, p.l 107) note that ‘higher-quality diets are associated
with greater affluence, energy-dense diets that are nutrient-poor are preferentially
consumed by persons of lower socioeconomic status and of more limited economic
means.’

Hare-Bruun et al. (2011, p.930) found that ‘in general a healthy food intake pattern was
related to high socioeconomic position.’ They also note the significance of the
socioeconomic status of children as an influencing factor in eating habits in adulthood;
‘socioeconomic position is important for the development of adult food intake patterns’
(2011, p.933). The need to educate and inform parents how to feed their children a
balanced diet is an important step in breaking the cycle of overweight, obesity and dietrelated diseases. ‘It is now established and not the subject of dispute that obesity in
adulthood drives the development and worsens the outcome of chronic diseases
including cancer. Type 2 diabetes and dementia’ (O’Shea, 2013).

In agreement with the findings of the National Teens Food Survey (lUNA, 2008),
Lobstein and Baur (2005, p.576) state that ‘prolonged interventions rather than short
term ones, involving adults and children, at school and at home’ are vital to prevent
obesity. Williams and Morgan (2012) found that twenty six per cent of thirteen year old
children in Ireland are overweight or obese. This Growing Up in Ireland study tracked
the lives of eight thousand five hundred and sixty eight children in Ireland at nine years
of age and again at thirteen years (90% were re interviewed at age thirteen). The
importance of ensuring that children do not become overweight at an early age thus
leading to health problems in later life is highlighted in this research. The 2012
publication of findings from the Growing up in Ireland study, found that those children
who were overweight at nine years of age were more likely to maintain these weight
problems at thirteen years of age. Children who were not overweight however, at nine
years of age were less likely to develop weight problems at thirteen years of age. Eighty
nine per cent of children who were not overweight at nine years of age were still found
to be classed as not overweight by the time they reached thirteen years of age.

The Irish Heart Foundation (2013) states that ‘obesity is a major societal problem, the
toxic environment needs to be targeted as it simultaneously restricts mobility and
stimulates higher calorie intake. A population health approach, tackling both policy and
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legislation is required to create a supportive environment in which individuals are
empowered to change if they choose.’ Among the recommendations in the Safefood
2012 report on the cost of overweight and obesity in Ireland are the promotion of
healthy diets and active lifestyles as well as ‘subsidies for healthy food such as fruit and
vegetables.’ The need for regulation among the food industry is another target area in
the prevention of overweight and obesity suggested by the authors. ‘The food sector is
currently regulated to ensure food safety. Policy makers need to consider whether there
is a need to extend this regulatory framework to address the effects of diet on health and
wellbeing’ (Safefood, 2012). Kamik and Kanekar (2012, p.7) note that ‘childhood
obesity can be tackled at the population level by education, prevention and sustainable
interventions related to healthy nutrition practices and physical activity promotion.’
Tackling the increase in overweight and obesity needs a multi factoral approach.
Drewnowski and Rehm (2013, p.lO) state that restaurants, schools, and stores each have
a role to play in stemming the obesity epidemic. Swinbum et al. (2011, p.804) state that
governments must accept responsibility for the increasing numbers of people who are
obese and that it is the responsibility of these governments to tackle the obesity crisis
worldwide. The Lancet editorial (2013, p.89) states that, in order to tackle and combat
obesity a ‘holistic and committed approach is needed to counter obesity effectively,
comprising comprehensive public health programmes to forecast, monitor, and prevent
obesity worldwide.’ The prevention of obesity must be targeted by encouraging a
healthy diet and lifestyle in children and must include a whole community approach
where schools and families are involved together. The causes of obesity are wideranging and complex and require involvement and input from all sectors in society to
combat its increase. The following section will examine approaches to prevent obesity
undertaken in some countries.
2.7 Obesity Intervention and Prevention Studies

The prevention of obesity has been a focus in many countries that saw escalating rates
of overweight and obesity in children. In 2004, the first ‘Ensemble, Prevenons
L'Ohesite Des Enfants’ (EPODE) programme was launched as a pilot programme in ten
cities in France. The phrase translates as ‘together we can prevent obesity in our
children’. The goal of the programme is to promote lasting change in the lifestyle and
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eating habits of the participants involving the entore community. Borys et al. (2012,
p.300) state that ‘the EPODE philosophy is based on multiple components, including a
positive approach to tackling obesity, with no cultural or societal stigmatization; stepby-step learning, and an experience of healthy lifestyle habits, tailored to the needs of
all socioeconomic groups.’ The programme is based on Eleurbaix Laventie Ville Sante
(FLVS) study which began in 1992 in the two cities, Eleurbaix and Laventie, in France.

The EPODE programme has been studied to see the effects that it has had on target
populations. Romon et al. (2008, p. 1735-42) state that ‘over a long period of time,
interventions targeting a variety of population groups can have synergistic effects on
overweight prevalence.’ The researchers analysed the data gathered over twelve years,
1992 - 2004, from the participants of the two original towns involved in the EPODE
programme in France. They note that the increased trend in overweight children may be
reversed by community based interventions such as the EPODE programme. The
EPODE programme was extended to two hundred and twenty six French cities, thirty
eight cities in Spain (THAO programme, 2007) and sixteen cities in Belgium
(VIASANO programme, 2007). In 2011, the THAO Programme was extended to eighty
cities in ten different municipalities covering more than three hundred thousand
children. The programme has also been extended to thirteen cities in Greece in 2008
(PAIDEIATROFI programme) and to six towns in the Netherlands (JOGG programme)
in 2010, adding seven towns in 2013 and aiming to have seventy five towns and cities in
the Netherlands involved by 2015. Vinck et al. (2014, p.258) state that the prevalence of
overweight and overweight plus obesity decreased significantly in the VIASANO towns
in Belgium between 2007 and 2010 compared to the control population.

The importance of targeting children is also highlighted by the EPODE network as they
note that ‘fifty per cent of children who are obese at the age of six will remain so for the
rest of their lives.’ Borys et al. (2012, p.299) note that ‘community-based interventions
are integral to childhood obesity prevention. EPODE provides a valuable model to
address this challenge.’ In their review of the EPODE methodology the authors state
that the use of social marketing techniques has been widespread in community-based
interventions tackling obesity and promoting healthy lifestyles.
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In a study conducted in Granollers in Spain, Llargues et al. (2011) found that
intervention in the dietary habits and physical activity in schoolchildren could assist in
preventing obesity in children. The researchers studied a group of children aged
between five and six years over a two year period. They found that the promotion of
healthy eating habits and physical activity reduced by sixty two per cent the prevalence
of overweight children. The BMI of the control group was found to be higher by 0.89
kg/m" at the end of the two year study than that of the children in the intervention
group.

In an Irish context, Safefood in conjunction with the HSE launched the ‘Little Steps’
programme in Ireland in 2008 to tackle obesity. Safefood (2009a, p.2) state that ‘this
campaign has been developed because obesity on the island of Ireland is a serious health
problem and it is at epidemic proportions.’ Safefood (2009, p.8) states that ‘the All
island Obesity Action Forum, established in December 2008, facilitates the exchange of
best practice and promotes networking and collaboration between stakeholders.’ The
forum is facilitated by Safefood and promotes the implementation of programmes to
tackle obesity. The forum includes members from industry, and the areas of health,
nutrition, education, health promotion and physical exercise. In June 2010, Safefood
and the All-island Obesity Action Forum hosted a workshop which looked at the
FPODF model in use for tackling obesity in young people.

In October 2013 Safefood launched a campaign in Ireland aimed to stop the rise in
obesity among children. The campaign; ‘Childhood Obesity; Let’s take it on, one small
step at a time’, is designed to give parents practical ideas to encourage children to eat
healthy foods and to limit ‘treat’ foods. The campaign also encourages parents to limit
the amount of screen time that children are allowed (including computer and television
viewing) to two hours or less, and to encourage active lifestyles. Safefood (2014) states
that:
The campaign messaging will focus on six core actions for parents, on a phased, three-year
basis:
Understanding portion sizes for children
How to manage treat foods like sweets, crisps and chocolate
Being more physically active
Reducing screen-time
Replacing sugary drinks
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•

Encouraging more sleep

Again, as in the 2008 ‘Little Steps’ campaign, the focus of the present campaign is to
encourage parents to make small changes to the diet and lifestyle of their children to
promote healthier lifestyles and curb the increase in childhood obesity in Ireland. The
emphasis in both of these campaigns is to encourage parents to become healthier
through diet and activity and become positive role models for their children.

In a study undertaken by the Irish Universities Nutrition Alliance (2012, p.30), it was
reported that ‘twenty three per cent of two to four year old children were defined as
overweight or obese.’ In March 2014 a review of statistics regarding body
measurements taken from children in Irish primary schools was published. The
collection of the data regarding the children’s body weight and height was undertaken in
three stages in 2008, 2010 and 2012. The results show that one in four children in
Ireland is either overweight or obese. However the study did show some positive signs;
Heinen el al. (2014, p.1-4) state that ‘it seems that the prevalence of overweight and
obesity in Irish primary school children aged 9 has stabilised. Among 7-year-old
children, prevalence seems to have fallen, however, this was not observed for children
attending disadvantaged [Delivering Equality of Opportunity in Schools (DEIS)]
schools.’ The need for intervention to target all socioeconomic levels is evident from
this result.
The role of doctors and healthcare providers in identifying and treating overweight and
obese individuals has been the focus of much research. Safefood (2102d, p.8) state that
‘health professional groups could have a vital role in initiating recognition of elevated
body weight among the population.’ The importance of intervention by healthcare
professionals is highlighted by the following authors. DeVille-Almond and Halliwell
(2014, p.56) state that ‘healthcare professionals are being encouraged to provide health
promotion messages whenever they have the opportunity to do so and where possible,
to ask individuals about their lifestyle behaviours. Addressing issues of weight loss and
eating behaviours can be difficult.’ These authors highlight the sensitive nature of
dealing with patients who are overweight and obese and explain how it can be a difficult
but necessary task for those working in healthcare. Those working in a healthcare
capacity can act as role models for their patients and offer advice based on their own
experiences. Myrdal (2010, p.l86) states that ‘health care providers can help patients
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improve their diets by modelling healthful behaviours and providing specific tips and
advice they have found helpful in their own efforts to eat better.’ The ability for
healthcare providers to recognise patients with excess weight and to intervene and
advise on dietary and lifestyle changes at an early stage is essential if the incidence in
obesity and related illnesses is to be halted. As highlighted by the EPODE programme,
intervention and prevention are central to dealing with this obesity epidemic.
2.8 Type 2 Diabetes
The World Health Organisation (2012a) states that ‘Type 2 diabetes is a chronic, and
largely preventable, disease that can lead to cardiovascular disease, blindness, kidney
failure, loss of limbs and loss of life.’ The World Health Organisation also states that
Type 2 diabetes is on the increase across Europe and that it a largely preventable
disease. They further declare that Type 2 diabetes is ‘strongly associated with increasing
trends towards overweight and obesity, unhealthy diets, physical inactivity and
socioeconomic disadvantage.’ The International Diabetes Federation (IDF) (2012, p.8)
states that ‘Type 2 diabetes represents over 90% of all cases of diabetes around the
world.’ In a 2009 review of diabetes structured education in Ireland the HSE stated that
‘the prevalence of Type 2 diabetes continues to increase rapidly, driven by the epidemic
increase in the obesity levels of the Irish population. Type 2 diabetes affects 1 in 20
people in Ireland.’

Foran et al. (2014, p. 1) state that ‘Type 2 diabetes is one of the commonest chronic
diseases in Ireland, and is estimated to affect approximately 5 % of Irish adults.’ In the
first report from the HSE Diabetes Expert Advisory Group, Drumm (2008, p. 1) states
that ‘Type 2 Diabetes mellitus is a chronic progressive disease without a cure. The
prevalence of Type 2 Diabetes is rising rapidly, in large part due to the increasing
obesity of the Irish population.’ Figures released by the World Health Organisation
(2012) show that ninety per cent of diabetes cases worldwide are Type 2 diabetes and
are largely preventable. They state that Type 2 diabetes is largely the result of excess
body weight and physical inactivity. The remaining ten per cent is Type 1 diabetes and
according to existing knowledge is not preventable. The incidence of Type 2 diabetes
was once associated with older adults but the World Health Organisation states that it is
now on the increase among adolescents and children.
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The HSE (2012) state that while the exact causes of Type 2 diabetes are not fullyunderstood; certain factors such as being overweight or obese and lack of exercise may
increase the risk of developing Type 2 diabetes. Dmmm (2008, p.6) states that ‘the
prevalence of Type 2 diabetes continues to increase rapidly, driven by the epidemic
increase in obesity.’ There are many side effects and health implications for those
suffering from diabetes. The World Health Organisation (2012a) states that ‘50% of
people with diabetes die of cardiovascular disease’ and that patients diagnosed with
diabetes are at increased risk of suffering from heart disease or stroke.
The role of diet in the prevention of Type 2 diabetes has been the focus of the following
research. Lindstrom et al. (2003, pp. 3230-6) found that beneficial changes in lifestyle
and diet reduced the risk of developing Type 2 diabetes. In this lifestyle intervention
investigation, five hundred and twenty two middle-aged, overweight subjects with
impaired glucose tolerance were studied; half of which underwent an intensive
intervention programme, the other half acted as a control group. The researchers
concluded that the intensive lifestyle modifications including changes to diet and
physical exercise were a ‘feasible option to prevent Type 2 diabetes and should be
implemented in the primary healthcare system.’ Belobrajdic and Bird (2013, p.l)
suggest ‘diets high in whole grains are associated with a 20-30% reduction in risk of
developing Type-2 diabetes, which is attributed to a variety of wholegrain components,
notably dietary fibre, vitamins, minerals and phytochemicals.’ The increase in the
incidence of diabetes is of great concern in an Irish context. In an Irish Oireachtas Joint
Committee on Health and Children Debate, Dr. Diarmuid Smith, consultant
endocrinologist from Beaumont Private Clinic, highlighted his concerns over the
increase in diabetes in Ireland:

The greatest health challenge the world and Ireland face this century is the epidemic of
diabetes. The prevalence of both Type 1 and Type 2 diabetes is increasing each decade. In
the case of Type 2 diabetes, we expect to see an increase in its prevalence of approximately
37% over the next ten years
Smith (2008, p.4).

In his statement. Smith also stresses that ‘Type 2 diabetes may remain undiagnosed for
between eight and ten years’ and further states that a number of these patients may have
developed further health complications, such as eye disease, due to their diabetes
remained undiagnosed.
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Balanda et al (2010, p.65) state that ‘in 2007, nearly 144,000 adults in the Republic of
Ireland (4.5%) have diabetes. By 2020 this is expected to rise to over 233,000 (5.9%).
This represents a 62% increase - an additional 89,000 adults - in less than 15 years.’
These figures are from the Institute of Public Health in Ireland and relate to Type 1 and
Type 2 diabetes combined. In agreement with Balanda et al. (2010) The International
Diabetes Federation (2012, p.71) estimates that the diabetes prevalence rate in Ireland
will increase further.
The HSE (2009, p.l8) offered a programme for patients with Type 2 diabetes. ‘The XPERT Ireland (Patient Education versus Routine Treatment) programme is a specially
designed dietetic structured patient education programme. It provides people with the
confidence, knowledge and skills necessary to self-manage their diabetes.’ The HSE
claims that the programme helped those with Type 2 diabetes to take control of their
condition and improve their health. Among the recommendations in this programme
were advice on healthy eating, meal planning and ‘a supermarket tour including reading
food labels’ (2009, p.l9). The tour of a supermarket with a dietician was designed to
help the patients with Type 2 diabetes to read and understand nutrition labels on food
products and to encourage them to make healthy food choices. The increase in patient
numbers presenting with Type 2 diabetes has been linked to the rise in the incidence of
obesity. The focus to reduce the prevalence of Type 2 diabetes in Ireland needs to be on
education and prevention, to avoid the disease from increasing among the population
and burdening the healthcare system.
2.9 Healthcare Costs Associated with Obesity and Type 2 Diabetes in Ireland

The associated costs and impact that obesity has on the healthcare systems in Ireland is
a factor that deserves consideration. In an Irish context, Doherty et al. (2012, p.227)
state that ‘primary health-care costs are estimated conservatively to be approximately 17
million Euro higher and secondary health-care costs approximately 24 million Euro
higher in the Republic of Ireland as a result of overweight and obesity in adults.’ The
authors used data taken from the Survey of Lifestyle, Attitudes and Nutrition in Ireland,
SLAN (2007) survey to estimate these costs. The researchers used this information to
estimate the impact overweight and obesity had on the use of General Practitioner (GP)
services as well as the effects on hospital in-patient and day-care cases. Doherty et al.
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(2012) note that ‘overweight and obesity are significant predictors of GP utilisation and
obesity is a significant predictor of inpatient episodes.’ They also note that overweight
and obesity will pose ‘an increasing challenge to the health service in the future’ and
suggest that this is an area for further investigation. They further state that their findings
‘suggest that obesity presents a major economic as well as public health issue that
warrant greater attention’. The reality of an already over-burdened healthcare service
being put under further pressure by patients presenting with preventable conditions
needs to be addressed and has been the subject of much research.
Harrington et al (2008, p.6) state that ‘the high prevalence of overweight and obesity in
Irish adults poses a major threat to the health and well-being of the population, with
significant negative implications for healthcaxe expenditure over the next decade.’ In a
report on the cost of treating overweight and obesity in Ireland, Perry et al. (2012, p.8)
state that ‘obesity as opposed to overweight is the main driver of direct healthcare costs,
with costs escalating sharply in the obese group, currently the fastest growing segment
of the overweight-obese population.’ They also note that the direct and indirect costs of
overweight and obesity in 2009 in the Republic of Ireland were estimated at €1.13
billion.
Safefood (2012a, p.46) state that ‘five of the top seven leading risk factors for ill health
in Europe, are diet-related and include blood pressure, alcohol, cholesterol, high BMI,
and low fruit and vegetable intake.’ These reports were compiled using data collected
from a number of surveys conducted in Ireland. The report also states that carrying
excess weight is the greatest health issue faced in this generation particularly as being
overweight is a risk factor for many of the other non-communicable diseases (NCD’s).
These diseases are defined by the World Health Organisation (2011) as ‘a group of
conditions that includes cardiovascular diseases, cancer, mental health problems,
diabetes mellitus, chronic respiratory disease and musculoskeletal conditions - cause
86% of deaths and 77% of the disease burden in the World Health Organisation
European Region.’ They further state that these conditions can be largely prevented, that
they have common risk factors and that ‘population-level health promotion’ is
recommended in the prevention of NCD’s.
In a report issued by the World Health Organisation in 2011 they proposed that ‘NCD’s
are estimated to account for 87% of all deaths’ in the Republic of Ireland in 2010. The
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cost of NCD’s to the healthcare system is a matter also raised in the Safefood report,
‘for obesity alone the direct health costs in the Republic of Ireland in 2004 were €13.3
million.’ The report also highlights the fact that maintaining a healthy weight serves to
protect many individuals from many NCD’s. Perry (2012, p.ll) found that the direct
and indirect costs of overweight and obesity in 2009 in the Republic of Ireland were
estimated at €1.13 billion.
Smith (2008, p.4) highlights the cost of treating patients with diabetes in Ireland and
says that the care of patients with diabetes ‘consumes between at least 6% and 8% of the
annual health care budget. He estimates that in Ireland the cost of diabetes to the health
budget is up to €900 million.’ Drumm (2008, p.l) states that ‘the healthcare costs in
looking after people with diabetes are very high and account for a substantial proportion
of our health expenditure.’
Research projecting an increase in the numbers in Ireland suffering from Type 2
diabetes has been presented by Balanda et al. (2010) and The International Diabetes
Federation (2012). The preventative measures suggested by the National Taskforce on
Obesity (NTFO) (2004), and the HSE (2009) designed to halt this increase are first and
foremost the measures designed to decrease the incidence of overweight and obesity in
Ireland. The success of these recommendations and programmes will be defined by the
future statistics on the incidence of overweight, obesity and Type 2 diabetes in Ireland.
2.10 The National Taskforce on Obesity

Ten years ago in March 2004 the Minister for Health and Children, Micheal Martin,
established the

National

Taskforce on

Obesity.

In

May 2005,

ninety-three

recommendations to tackle obesity in Ireland were presented to the Irish Government by
the National Taskforce on Obesity group. The recommendations formed part of a report
titled ‘Obesity-the Policy Challenges’ which according to the Department of Health
(2005) was commissioned to tackle ‘the obesity epidemic which, it is estimated, is
responsible for around 2,000 premature deaths in Ireland, each year. Treacy (2005, p.3)
states that ‘the taskforce are very concerned that childhood obesity has become the most
prevalent childhood disease in Europe.’ The recommendations were aimed at six main
sectors in society namely:
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1. High-level government
2. Education Sector
3. Social and Community
4. Health
5. Food, Commodities, Production and Supply
6. The Physical Environment

In April (2009, p.l7) the Department of Health and Children released a report detailing
the progress made on the National Taskforce on Obesity Recommendations; ‘the
examination by the Group has shown that significant progress has been made in the case
of 30 of the recommendations (32%), partial implementation has occurred on 29 (31 %),
action is progressing on 26 (28%), while no progress is reported on 8 (9%) of the
recommendations.’ In May 2010, five years after the recommendations of the National
Taskforce on Obesity had been presented to the government, the Irish Heart Foundation
criticised the lack of progress in tackling and treating obesity in Ireland. An Irish
Oireachtas

report

in

2011

found

that

only

partial

implementation

of the

recommendations of the National Taskforce on Obesity had been implemented. The
Oireachtas report also states that the National Taskforce on Obesity report is the ‘key
policy document’ in the area of obesity in Ireland.
In 2011, the Minister for Health, James Reilly, TD, established a new Special Action
Group on Obesity (SAGO), with members drawn from the Department of Health and
the HSE. This group was established to determine why the recommendations from the
National Taskforce on Obesity were only partially implemented. Some of the main
priorities of this group were to examine and investigate ‘the introduction of a tax on
sugar-sweetened drinks and improved nutritional labelling.’ An Irish Oireachtas report
states that it is drawing its recommendations from worldwide research and data on
obesity. It is stated, however, that many of the measures being implemented in other
countries are not proving to be successful in tackling the rising rates of obesity.
‘Unfortunately, there are no exemplar populations abroad to learn from as no country
has been successful in turning the tide on obesity’ (2011, p.2). The report however
states that what is important is that all sectors of society must be involved if the issue of
obesity is to be tackled successfully. The issue of tackling obesity must be prioritised
and recommendations must be enforced if the rates of overweight and obesity are to be
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decreased. The report states that ‘overweight and obesity is now the most common
childhood disorder in Europe’ (2011, p. 5). Regarding the progress made to date by the
Special Action Group on Obesity, Devlin states that:
SAGO is concentrating on a broad range of measures, some more challenging than others.
These include calories on menus in restaurants, the supply of healthy food products in
vending machines, food marketing, labelling, supporting healthy eating choices, the
detection and treatment of obesity, healthy eating guidelines and the promotion of physical
activity'. SAGO is also developing a range of options around pricing and other mechanisms
to reduce consumption offoods and drinks from the top shelf of the food pyramid

(2014,p.252).

Ten years after the introduction of the National Taskforce on Obesity, many of the
recommendations such as the introduction of a tax on foods high in fat, salt and sugar,
calories on menus, food marketing and labelling and awareness of healthy eating are
still being investigated by the Department of Health in Ireland while the incidence of
overweight and obesity continues to rise.

2.11 The Inclusion of Calories on Menus

The FSAl (2012a, p.lO) states that ‘displaying the amount of calories on food and
drinks for sale is a form of labelling’ and under their guidelines the most important rule
of information contained on food labels is that ‘the consumer must not be misled’. The
increase in frequency of consumers eating in restaurants is one of the reasons why the
introduction of calorie information on menus is being recommended by Safefood.
Safefood (2012d, p.l3) states that ‘with a quarter of food consumed on the island of
Ireland today prepared outside the home, it is important that informed choices are
made.’ Consumers’ ability to understand calories and guidelines associated with their
use when using calorie information to make food choices is essential if the decisions are
to impact on health. Eich-Drummond and Brefere, (2007, p.512) state that ‘food energy,
as well as the energy needs of the body is measured in units of energy called
kilocalories. A kilocalorie is a measure of the energy in food, specifically the energyyielding nutrients’. Kilocalories are generally referred to as calories although the correct
term and unit of measurement is kilocalorie.
The FSAl (2012a, p.4) states that displaying calories contained in food alongside the
price, leads to an overall reduction in the amount of calories consumed, by an average
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of six per cent of total calorie intake per day. The FSAI also note that when calories are
displayed on menus consumers are more likely to choose smaller portions, thus leading
to a decrease in calories consumed. They further state that this reduction in calorie
consumption will have a major impact on reducing the incidence of obesity in Ireland;
‘if calorie intakes are reduced by this much in Ireland, it will have a major effect on our
obesity problem.’ The evidence which the FSAI have used is from research undertaken
in the United States as this is the first country to implement mandatory calorie posting
on menus.
In 2008, a New York City law was passed requiring all chain restaurants, with twenty or
more outlets, to post calorie information as prominently as prices on their menus and
menu boards. One of the first studies, researching the impact of this mandatory calorie
labelling, was undertaken by a team from Stanford University; Bollinger, Leslie, and
Sorensen (2010, p.29) found that calorie posting at a Starbucks cafe led to a six per cent
reduction in calories per transaction. The report also investigated the impact which
including calorie information on menus had on revenue in the cafe and found that ‘there
is no impact on Starbucks profit on average, and for the subset of stores located close to
their competitor Dunkin Donuts, the effect of calorie posting is actually to increase
Starbucks revenue.’ The authors also suggest that displaying the high calorie count in
doughnuts may have discouraged consumers from patronising Dunkin Donuts and
instead switching their business to Starbucks when located nearby. Bollinger et al.
(2010, p.l) concluded that ‘consumers tend to underestimate food calories, so the
correction due to calorie posting leads them to reduce their food purchases.’ In another
study conducted among four hundred and eighty seven university students in the United
States, Martinez et al. (2013, p.321) found that ‘eighty-eight per cent of survey
respondents indicated that nutrition information sometimes, often, or always affects
their food choices.’ These studies show that consumers will use calorie information
displayed on menus to make food choices.
The inclusion of calories on menus may influence children and teenagers to become
aware of the calorie content of food items in restaurants; consequently this may lead to
healthier dietary choices when eating out, from an early age. The inclusion of calories
on menus however, must be accompanied by education on nutrition if it is to improve
consumers eating habits. In a study of three hundred and forty nine children and
adolescents, Elbel et al. (2011, p.l971-8) note that while fifty seven per cent of
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adolescents noticed calorie information on menus, only nine per cent said they
considered the information when placing an order for food. He further states that
‘adolescents are on average significantly underestimating the amount of calories in the
fast food they purchase.’ Thirty five per cent of the adolescents surveyed claimed to eat
fast food six or more times per week. Tandon et al. (2010, p.247) note that, when
ordering food in restaurants, ‘nutrition labeling may positively affect parents’ food
selections for their children if the labels are visible at the time of ordering.’ In
agreement with Tandon et al. (2010), Reeves et al. (2011, p.546) state that restaurants
providing information on calories and children’s portion sizes could ‘assist parents to
make informed decisions about their child’s food consumption outside the home.’ This
is particularly significant considering the evidence that portion size in fast food
restaurants has increased markedly in recent years.
Bollinger et al. (2010) state that mandatory inclusion of calorie content on menus in the
United States has incurred opposition by some chain restaurants and restaurant
associations. The FSAI (2012b, p.6) states that ‘calorie menu labelling is one approach
to addressing the obesity crisis which does benefit consumers who use the calorie
information provided.’ Research from the United States suggests that displaying
calories on menus may encourage restaurants to offer healthier options on menus.
Namba et al. (2013, p. 1) state that ‘menu-labeling laws have the potential to affect not
only consumer behaviour, but also to prompt industry changes. The prospect of negative
consumer reaction to high-calorie menu offerings and increasing consumer demand for
lower-calorie menu items may motivate the restaurant industry to reduce portion sizes,
alter preparation, and add healthier items to their menus.’
Fruh and Fulkerson (2014, p. 11) state that ‘calorie awareness and calorie understanding
can help empower individuals to make healthful food choices.’ Calories displayed on
menus containing several portion sizes may encourage consumers to choose smaller
portions when calorie content can be easily compared. The size of large food portions
contributing to excess calorie intake, especially in fast food restaurants has been the
subject of debate in the United States. Moreno et al. (2011, p.443) state that ‘consumers
tend to increase their energy intake in restaurants where larger portion sizes are offered.’
In a study on fast food consumption in New York since the mandatory introduction of
calories on menus in restaurants with twenty outlets or more, Elbel (2011, p.l971)
found that ‘overall knowledge remains low even with labelling. Additional public
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policies likely need to be considered to influence obesity on a large scale.’ The
inclusion of calories on menus is one of many measures needed to promote healthy diets
and lifestyle but educating people to choose healthier food products will assist
consumers in their food choices.
In March 2010, in the United States, it became mandatory for restaurants with twenty or
more outlets to display calorie content information on menus and menu boards. Under
this law companies who owned twenty or more vending machines are also required to
make available the calorie content for certain products. Urban et al. (2013, p.1-8) state
that although small chain and independent restaurants are not required to display calorie
information on their menus; their portions often provide excess calories. They further
state that the inclusion of this information on menus would assist consumers to make
wiser food choices. They state that the large chain restaurants are often blamed for
providing meals with excess calories, however they recommend that all restaurants
provide calorie information so that consumers can make healthier food choices rather
than choosing those that promote weight gain and obesity.
From an Irish perspective, the mandatory inclusion of calorie information on restaurant
menus in Ireland has been proposed by Minister for Health, Dr James Reilly. On
September 29 2011, a debate was held in Dail Eireann on issues concerning childhood
obesity. During the debate, Dr Reilly explained that an action group, to tackle childhood
obesity had been set up. He proposed that a combination of measures was needed to
deal with and curtail the problem of obesity and outlined the proposals being
considered:
The group is concentrating on a range of measures, including actions such as calorie
posting in restaurants, the introduction of a sugar tax on sugar-sweetened drinks,
nutritional labelling, restrictions on the marketing of food and drink to children, the
improved detection and treatment of obesity, revised healthy eating guidelines and the
promotion of physical activity
(2011 b, p. 13).

The FSAI (2012, p.lO) states that they are working together with the Food Standards
Agency Northern Ireland (FSANI) ‘to develop a system for calorie menu label that
works best throughout the island of Ireland.’ The FSAI also notes that some food
businesses in the United Kingdom and in Ireland have voluntarily begun to display
calorie information on menus. In a study investigating the consequences of displaying
calories on menus affecting food choices, Dumanovsky et al. (2011, p. 4) note that ‘on
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the industry side, there is growing evidence that this regulation may provide an
incentive to companies to offer healthier options or reformulate their most popular
products’. The authors also state that following regulation demanding calorie
information on menus, one in six customers used the calorie information provided
before making food choices and subsequently these consumers purchased food
containing fewer calories.
Ellison et al. (2013, p.l) state that ‘calorie labels have the greatest impact on those who
are least health conscious. Additionally, using a symbolic calorie label can further
reduce the caloric intake of even the most health conscious patrons.’ The authors state
that displaying numeric information about calorie content of foods had little impact on
consumers that were considered healthy but that the inclusion of a label containing a
traffic-light symbol may further increase the awareness of these consumers. In
conclusion, Ellison et al. (2013, p.7) state that calorie information is ‘most likely to
influence consumers who are less health conscious, probably one of the key targets of
this legislation.’
In agreement with Ellison et al. (2013), Burton et al. (2006, p.l674) state that ‘the
provision of easily accessible nutrition information in restaurants may provide
significant public health benefits by making it easier for consumers to make more
healthful food choices.’ Reilly (2012, p.2) states that ‘there is plenty of evidence from
countries where calorie posting at the point of purchase has been implemented to
suggest that when consumers are informed, they choose the healthier options.’ In an
Irish context, the FSAI (2012b) published the results of a national consultation
regarding the inclusion of calories on menus and found that there was strong support for
the inclusion of calorie information on menus in Irish restaurants.
In April 2014, Minister Reilly launched MenuCal in conjunction with the FSAI. The
FSAI (2014) state that ‘MenuCal has been developed for food businesses in Ireland that
wish to calculate calories for their menu.’ The service is free to food businesses and
allows for the calculation of the calorie content in menu items. Much of the criticism
regarding the display of calories on restaurant menus was regarding the technical
expertise needed to calculate the nutritional content of menu items. The FSAI developed
MenuCal to enable food businesses to overcome this problem. Dr Mary Flynn, Chief
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Specialist: Public Health Nutrition with the FSAI (2014) at the launch of MenuCal
states that:
Displaying calories on menus in food service businesses empowers consumers to make
better choices and creates a demand for healthier food in smaller portions from food
businesses. When food and drinks are prepared outside the home, the consumer does not
know what ingredients are used and how they are prepared, so displaying calories on
menus is vital if people are to make more informed choices about what they eat

(Flynn, 2014).

In summary, research conducted by the FSAI (2012b) indicates that the majority of
consumers in Ireland wish to have calorie content of food items displayed on menus.
Further research shows that consumers do use calorie information to determine their
purchases. There has been an increase, in recent times, in the consumption of food
prepared outside the home. An awareness of the nutritional content, including calories,
in these foods is necessary as studies indicate that calorie content has been shown to be
largely underestimated by consumers. Research also indicates that food manufacturers
may be encouraged to provide healthier options when the calorie content is displayed.
Displaying calories on menus may also encourage consumers to order smaller portions
of food, if a choice of size is available particularly in fast food establishments. A
reduction in the number of calories consumed by customers in restaurants could be a
factor in reducing the incidence in obesity.

2.12 Dietary Habits Formed in Childhood

In a study undertaken by the Irish Universities Nutrition Alliance (2012, p. 10) it was
found that food preferences and eating behaviour are formed in childhood. This study
emphasised that; ‘long-term dietary habits are shaped at an early age with many of them
forming before the age of 5 years.’ A similar study conducted among children aged
between three and eighteen years of age in Finland concurs with this theory; Mikkila et
al. (2005, p. 1) found that dietary habits formed during childhood persist into adult
years. They state that ‘food behaviour and concrete food choices are established already
in childhood or adolescence and may significantly track into adulthood.’ In an Irish
study conducted by Fitzgerald et al. (2010) they state that the food preferences
established during childhood and adolescence persevere into adult years and that these
dietary habits have long term consequences on health.
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Society has a duty of care to protect children. Swinburn et al. (2011, p.806) state that
children are vulnerable and are not being protected by society; ‘they are not mature,
they do not have nutritional knowledge, are unable to perceive the risks of their
behaviour, and their choices are readily affected by marketing.’ The establishment of
good dietary practices in childhood may impact on health. Morgan (2009, p.l3) states
that ‘food intake in early childhood is potentially linked to health-related problems in
later life.’ Elbel et al. (2011, p.493) state that ‘obesity is an enormous public health
problem and children have been particularly highlighted for intervention. Of notable
concern is the fast-food consumption of children.’ The incidence of obesity in childhood
may have an impact on health in adult years and has been the focus of much research.
The formation of healthy dietary habits should begin at an early age therefore reducing
the likelihood of obesity and diet-related illness. The World Health Organisation
(WHO, 2013b) states that ‘obese children are more likely to be obese as adults, with an
increased risk of diabetes and other diseases.’ Flynn et al. (2006, p.7) note that
‘childhood obesity is a global epidemic and rising trends in overweight and obesity are
apparent in both developed and developing countries.’

O’Dwyer (2009, p.7) states that ‘good eating habits are best established at an early age.
Making healthy food choices enables children to attain their optimum growth and health
potential.’ The importance of establishing a healthy diet and the obvious consequences
on health have been the focus of much research. McMaster (2006, p.l3) states that some
of the preventative factors of obesity include a healthy diet, shared family meals and
drinking water. Pollan (2013, p.8) states that ‘the shared meal is a foundation of family
life.’ Keane et al. (2012, p.5) state that ‘early intervention is required to tackle the
problem of childhood obesity. In concurrence with Keane et al. (2012), Roberts and
Barnard (2005, p.20) state that ‘modifying the lifestyle of children is paramount to
reducing chronic disease risk, encouraging healthy diets and activity in our nation’s
children is critical to winning the war against chronic disease.’ To ensure that children
attain a healthy balanced diet it is necessary to ensure that parents are capable of
providing this to their children. Chandon and Wansink (2012, p.588) note that ‘it is
possible to encourage and motivate children to eat healthier food.’ There is a need
among some parents however, for guidance on how best to ensure that their children
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have the best start in life. Flinn et al. (2012, p.5) note that ‘parents need more education
on healthy eating and the nutritional needs of their children.’ Robson states that:
Generally energy-dense, nutrient poor, processed foods (e.g. breakfast cereals, bread,
cake, cookies, crackers, cheese, fried food, pizza, pasta, kebabs, sandwiches, soft drinks,
alcoholic drinks, sweets, chocolate bars, ice cream, condiments and salad dressings)
dominate the typical modern diet
(2009, p. 138).

Lent et al. (2012, p.90) state that the promotion of ‘effective parenting’ is critical for the
prevention of childhood obesity as there is ‘increasing evidence of strong relationships
between parenting practices and children’s eating, physical activity and weight status.’
Walsh and Cullinan (2014, p.7) state that ‘parental BMI also has a significant
association with both obesity and overweight rates in children, while diet and sedentary
activities are also shown to have some association.’
Blythman (1999, p.2-l()) states that many children today are at risk of ‘modern day
malnutrition’ due to the consumption of large amounts of highly processed foods which
are low in essential nutrients. Walton et al. (2014) found that:
On examining dietary patterns for Irish children, there was a noticeable transition from a
less energy dense diet in pre-school children to a more energy dense diet in older children
and teenagers, associated with a change to less favourable dietary intakes for fibre, fat,
fruit and vegetables, confectionery and snacks and sugar sweetened beverages as children
got older
(2014, p. 190).

Lythgoe et al. (2013) agree with Blythman (1999) and states that many food products
specifically targeted towards children are higher in fat, salt and sugar than equivalent
products for the general population. In a study conducted among schoolchildren in
Australia, Dixon et al. (2007, p. 1311) state that ‘studies showed that heavier TV use and
more frequent commercial TV viewing were independently associated with more
positive attitudes toward junk food; heavier TV use was also independently associated
with higher reported junk food consumption’. They also state however that changing
advertising to children to decrease the amount of time sent promoting junk food and
increasing the promotion of healthy foods would ‘normalize and reinforce healthy
eating’ among children. Nestle (2010, p.281) argues that children have always liked
sweet food yet the increase in obesity must be partly due to ‘the relentless efforts of
food marketers to convince them that these kinds of foods are what they are supposed to
be eating’. Wymer et al. (2006, p. 318-9) state that ‘the incidence of obesity has soared in
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countries where fast-food and chain restaurants have proliferated’. They also state that
unhealthy eating is a precursor to obesity which in turn is a precursor to many diseases
including heart disease, diabetes and stroke. Increasing the portion size of fast food
products aimed specifically towards children is also a concern. Grosvenor and Smolin
(2005, p 208) claim that ‘the meal of a hamburger and French fries served today is two
to five times bigger than it was when fast food first appeared in the 1970’s’.
The food environment in which a child is raised is seen as vital to the future eating
habits and health of children as shown in the following studies. Food patterns are
established at an early age; Brown et al. (2000) state that children and adolescents are
influenced by the eating habits learned during childhood and that once formed these
habits are difficult to change. Eertmans et al. (2001, p. 449) state that ‘parents are very
likely the most important models for their children’. The accessibility and ease of access
which children have to highly processed foods must be considered when reviewing
children’s diets. Kerr et al. (2010, p.243) note the importance of encouraging children to
snack on healthy food rather than on unhealthy foods; ‘implementing healthy snacking
behaviour among primary school-aged children, particularly within the home
environment, should be a priority.’ Campbell et al. (2007, p.728) found that ’the
availability of unhealthy food at home appears to be a robust predictor of consumption
of obesity-promoting foods.’ The introduction of healthy food and eating habits at an
early age is recommended as children form lifetime habits in childhood. Hare-Bruun et
al. (2011) argue that healthy food choices in adult life may depend on being introduced
to these foods in childhood. Results from the Growing Up in Ireland study (2011, p.l)
indicated that ‘children clearly identified foods that are “good for you’’ or “bad for you’’
and had a keen awareness of the 5 a Day (fruit and veg) campaign.’ Nprgaard and
Bruns0 (2009) state that:
Children use nutritional information rarely or not at all. Parents seldom use nutritional
information when they seem to sense an overflow of infonnation, information that is too
technical and a problematic presentation of energy distribution, and/or when their health
consciousness is limited
(2009, p.596).

The above study was undertaken in Denmark and the families were monitored while
shopping, cooking and eating. The authors state that parents are more likely to prefer
those food labels ‘with concise information and more visual aspects’. The researchers
found that many parents bought food on their way home from work while often in a
rush and state that many children did not find shopping for food a fun activity. Nprgaard
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and Bruns0 (2009, p.600) also found that many families did not plan what they were
going to buy in the supermarket and that many decisions on what to purchase were
made during the shopping trips. They also state that ‘children only rarely help compare
products based on nutritional information.’ Most children trusted their parents’ advice
on healthy eating but some parents doubted their own knowledge and were happy when
the children were educated about healthy eating in school. ‘Parents try to teach their
children to focus on health aspects, but their efforts are hampered by their lack of
knowledge.’ Some parents were also afraid to highlight the negative aspects of food
fearing that this may encourage their children to have an unnatural relationship with
food. One mother with two slim daughters who participated in the study explained of
her fear ‘that they will become too thin and, even worse, anorexic; so she only teaches
her daughters which products are unhealthy, such as cake.’ Some children were unaware
that their parents made healthy food choices for them as they never discussed nutrition
with their children; it was only when discussing healthy eating during the study that it
became apparent.
Nprgaard and Brunsp (2009) further state that parents and children do not always agree
about the priority of health in a family and that the ‘perception of health differs across
and within families’. Tabacchi et al. (2007, p.598) state that ‘the domestic environment
represents the most important environmental factors influencing the dietary habits and
lifestyles of children since their first days of life.’ The authors further state that parental
behaviour and influence is vital to the well-being of children, ‘the involvement of
parents in inducing and modifying children’s food style is fundamental because they
exert their conditioning at different levels.’ Research indicates that children’s eating
habits are established at a young age; therefore every effort must be made to ensure that
these habits are conducive to a healthy diet to minimize the risk of developing dietaryrelated illnesses.
2.13 Factors Affecting Food Choice and Barriers to Healthy Eating

The factors affecting food choice and healthy eating have been the subject of much
research. There is a large choice of processed food products available to consumers in
recent times. Consumers’ choice of food products is governed by many factors. With
the proliferation of packaged food products available consumers are presented with
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complex ingredients, nutritional values and guidelines as well as health and nutrition
claims when buying these products. Many of these packaged food products are energy
rich but nutrient poor and consumers may not be aware of what exactly is contained in
certain products. These energy dense foods have been implicated in the increase in the
incidence of overweight and obesity.
Chandon and Wansink (2012, p.587) state that ‘in general, what many people want in
the short term is tasty, inexpensive, varied, convenient and healthy foods, roughly in
that order of benefit importance.’ As highlighted in the previous quotation, cost is a
major factor for many consumers, in determining food choice. Higgins (2009, p.l)
states that ‘the current turmoil in the world economy creates new challenges in public
health in terms of food safety and diet. With the tightening of household budgets,
individuals and families may perceive that it is more difficult to eat healthily’. The
FSAI (2011, p.9) state that ‘it is crucial for population health that healthy eating is
affordable for everyone’. Many consumers have an awareness of healthy foods but
whether or not they choose to put this into practice is another matter. Nprgaard and
Bruns0 (2009, p.598) state that ‘health motivation may not always result in
corresponding health behaviour; possibly because of the health-pleasure trade-off or
other factors’. Their findings concur with Petrovici et al. (2012, p.777) who found that
‘nutrition competes with taste and family preferences in influencing food purchasing
behaviour and in many cases, the latter factors are more important than nutritional
concerns.’ In an Irish context, the National Adult Nutrition Survey, conducted by the
Irish Universities Nutrition Alliance (2011, p.4), states that ‘taste (41%) followed by
health and nutrition (36%) were considered the most important motives by the majority
(77%) of adults.’
Chandon and Wansink (2012, p.588) state that ‘food consumption is governed by a
complex set of dynamic interactions.’ The authors note that there are many possible
changes that can be made by food businesses to encourage consumers to eat healthier
food and also to eat smaller portions. They reviewed many studies and found that the
sales of both healthy and unhealthy food increased when price was reduced. The
researchers believe that small steps are more likely to encourage people to change their
consumption habits rather that didactic scientific information campaigns. They note that
small changes such as providing water instead of soft drinks, offering small portion
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sizes of foods, and discouraging the practice of offering meal deals are some of the
practical changes that can make a difference to consumers’ daily diets when dining out.
Walsh and Nelson (2010) state that because adolescents begin to have greater control
over their own food choices, this period can greatly influence the development of future
eating habits. Elbel et al. (2011, p. 498) note that ‘ease and location’ were considered
important factors to the adolescents surveyed when making food choices. Trew et al.
(2005, pp.5-7) found that the diets of adolescents vary across population subgroups;
‘girls reported a more healthy diet than did boys; adolescents from more affluent
backgrounds reported a better diet.’ They also note that the majority of participants did
have a broad understanding of recommended healthy dietary practices. Girls however
showed a greater knowledge of nutrition and diet than boys and the authors note that
this may aceount for the fact that girls reported eating a more healthy diet than boys.
‘The majority of adolescents reported a preference for energy dense foods such as fast
food and sweets.’ Trew et al. (2005) note that many of the group claimed their reasons
for choosing certain foods were taste and other sensory perception as opposed to
choosing healthy options. Educating consumers regarding their food choices may be
necessary to maximise the benefits of introducing calorie information on menus.
Janssen et al. (2005, p.l31) state that there was an increased incidence in overweight
and obesity in children and adolescents from the 1980s to the 1990s and that evidence
showed that this was continuing into the twenty first century. The authors further state
that a holistic approach is needed to tackle this problem including all levels of society:
The prevention and treatment of overweight in school-aged youth requires increased efforts
and partnerships at all levels, including regional and nationcd governments and
international agencies. All of these groups should be responsible for promoting physical
activity, healthy diets, and healthy body weights
(2005, p. 131).

Factors affecting food choice are multifaceted and intricate. As highlighted by the FSAI
(2011) the cost of healthy foods must be affordable when compared with the cost of
processed foods. The promotion of healthy food must be performed in conjunction with
education on the benefits of a healthy diet and lifestyle if it is to be a success. It is
essential to target children and adolescents, in addition to adults to ensure that they
develop good eating habits as the emphasis must focus on the prevention of dietaryrelated illnesses beginning at a young age
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2.14 Healthy Eating Campaigns

Consumers’ knowledge of healthy eating comes from a variety of different sources.
Hawkes (2004, p.l) states that ‘consumers gather information about the foods they
purchase from a wide variety of sources. Family knowledge, education, the media and
advertising all convey messages about different food characteristics; information may
also be found on the food product label.’ Safefood (2012a, p.l7) states that ‘television
was the leading source of information on healthy eating for consumers.’
The Food Pyramid is a guide designed to encourage and help people to make healthy
food choices. The HSE (2013) define the Food Pyramid as a ‘nutrition guide that shows
you the foods you should eat plenty of and those you should eat less frequently to
maintain optimal health’. McFeely et al. (2010) recommended that the Food Pyramid
guidelines needed to be evaluated because of the increase in obesity and the links
between chronic disease and diet. In 2011, the FSAl published the ‘Scientific
Recommendations for Healthy Eating Guidelines in Ireland’. Heath and Heath (2010,
p.61) question the effectiveness and the ability of people to understand and interpret the
Food Pyramid. They state that ‘a pyramid signifies hierarchy, yet no hierarchy is
evident in the Food Pyramid. With grains on the bottom and oils on the top, some
people interpreted this arrangement to mean that oils were the most important food
group.’ Dr James Reilly Minister for Health launched a revised version of the Food
Pyramid in June 2012 explaining that in particular, the top shelf of the pyramid had
been revised to highlight that foods in this category were high in fat, salt and sugar and
should be limited to a maximum of one serving per day. The revised Food Pyramid also
includes alcohol on the top shelf The World Health Organisation (2012) state that:
National guidelines for individuals on healthy eating and physical activity are the
cornerstone of obesity prevention efforts. These need to he evidence-based, updated
regularly, adapted for different population groups (e.g. children, adolescents, elderly
communities, minority^ groups), and communicated effectively to the population

(2012, p.26).

The third national SLAN survey in 2007 involved a nationally representative sample of
10,364 respondents. SLAN also carried out research on the dietary habits of the Irish
population in 1998 and 2002. The SLAN (2007) survey found that there was a high
level of consumption of foods that are high in fat, salt and sugar among those surveyed.
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These foods are on the top level of that Food Pyramid and the advice regarding their
intake is to eat sparingly, with a maximum of one serving per day. The advice from
Safefood in the 2012 version of the Food Pyramid states that these foods high in fat, salt
and sugar, are not essential for health and over consumption may harm health. The
SLAN (2007) survey found however, that eighty six per cent of respondents ‘consumed
more than three daily servings of these types of foods from the top shelf of the Food
Pyramid’ (2008, p.4). The HSE (2006) guidelines regarding children’s nutrition, ‘Food
for Young Children’, recommend that:
Foods such as sweets, chocolate, biscuits, cakes, fizzy drinks and savoury snacks, like
crisps, are on the top shelf of the Food Pyramid. These foods should not be a part of your
child’s daily diet. Filling up on foods from this shelf spoils your child's appetite for more
nutritious food. Sugary' food and drinks are not good for your child's teeth
(2006, p.6).

The HSE guidelines also caution readers to ‘remember you are laying the foundation for
life-long healthy eating.’
A major concern in the Irish diet is the overconsumption of foods high in fats and sugar,
such as oils, butter, cakes and bi.scuits. On average, SLAN 2007 re.spondents consumed 7.3
daily serx’ings of these types offood, which, according to the Food Pyramid, should he used
sparingly (i.e. less than 3 daily servings)
SLAN (2008, p.5).

Sixty five per cent of respondents in the SLAN (2007) survey said they were consuming
five portions of fruit and vegetables daily as recommended by the Food Pyramid.
Twenty six per cent of participants reported consuming the recommended six portions
or more of carbohydrate rich foods including cereals, breads and potatoes from the base
of the pyramid. Ten per cent of respondents reported not eating breakfast on the
previous day. The SLAN (2007) report highlights that dietary and lifestyle behaviours
can have a significant impact on health. lUNA (2011, p.3-11) found that while fruit and
vegetables were consumed by the majority of the population, only nine per cent of 1864 year olds who participated in the study ate the 400g daily allowance of fruit and
vegetables as recommended by World Health Organisation. The lUNA (2011) study
researching the food intakes of adults in Ireland, found that ‘the average combined
intake of fruit and vegetables (excluding composite dishes and fruit juice) was 192g per
day.’

63

Safefood have launched various campaigns to promote healthy living in Ireland. Two of
the recent campaigns are ‘Stop the Spread’ and ‘Little Steps’. ‘Stop the Spread’ targeted
adults and encouraged them to measure their waist size as an indicator of whether or not
they were overweight or obese. Measuring tapes were supplied free of charge in
pharmacies in Ireland. ‘Safefood (2012c, p.80) states that ‘Stop the Spread is a two-year
campaign to raise awareness among the adult population that excess weight is now the
norm, not the exception, and to encourage people to take action to know their waist size
and begin to manage their own weight. The ‘Little Steps’ campaign targeted both adults
and children and encouraged them to make healthy changes to their diet and lifestyle.’
Safefood (2009a, p.2) states that the aim of the ‘Little Steps’ campaign is to ‘support
parents and guardians as positive role models for their children by showing that making
small changes to food habits and physical activity, little steps, can have a big impact
over time’. The lasting impact of health campaigns such as those aforementioned may
not always lead to the desired outcomes in the population. Buttriss (1997, p.l988) states
that ‘many consumers do not have the necessary breadth of knowledge to successfully
translate healthy eating messages into food choices’.
One healthy eating campaign specifically aimed towards primary schoolchildren is the
Food Dudes healthy eating programme. Lowe and Horne (2009, p.l62) state that ‘the
Food Dudes Healthy Eating Programme is a school-based intervention, designed to
increase consumption of fruit and vegetables among children 4-11 years old’. The
programme is designed to change the eating habits of children long term. The authors
further note that ‘the Food Dudes Healthy Eating Programme, originated in 1992 by the
Food and Activity Research Unit at Bangor University in Wales, incorporates known
psychological principles to help change children’s eating habits’. Due to the success of
the programme in Wales it was later extended to England, Ireland, Sicily and California.
Lowe and Horne (2005) state that ‘the Irish Government, with support from the
European Union and Industry and managed by Bord Bia, launched a pilot program in
150 primary schools across Ireland’. In 2006, the Irish Food Dudes campaign won a
World Health Organisation Counteracting Obesity Award.
In a study conducted in London measuring the effectiveness of the Food Dudes
programme, Horne et al. (2004, p.l649) state that ‘the intervention was effective in
bringing about substantial increases in children’s consumption of fruit and vegetables’.
Wengreen et al. (2013, p.58) state that in the United States (US) ‘fruit and vegetable
64

consumption significantly increased during and after the pilot implementation of the
Food Dudes program’. They further noted that the greatest increase in fruit and
vegetable consumption was among children who were recorded as consuming little or
no fruit at the beginning of the pilot programme. The Food Dudes pilot programme was
undertaken in the US because of the success of the programme in the United Kingdom.
Home et al. (2004) also note that ‘despite the considerable cultural, curricular, and
school scheduling differences separating the United States and the United Kingdom, the
Food Dudes program proved successful’.
Tabacchi et al. (2007, p.598) state that in a bid to curb the rising rates of obesity, ‘one
of the best proposed strategies is food education in the schools, which could provide
information about the existence of healthy foods: encourage children to taste new foods,
promote social convivial occasions, and transfer rituals of food preparation to the
children’. They further state that schools should also provide classes on nutrition and
food preparation for teachers and parents. In agreement with Tabacchi et al. (2007),
Brug (2008, p.54) notes that school based interventions, among children and
adolescents, promoting healthy diets and lifestyles have been shown to be successful.
Schindler et al. (2013, p.56) state that ‘getting children to try foods is the first step in
increasing their consumption’. They

also note that while teaching children about

nutrition and healthy eating is important, it may not change their eating behaviours,
however encouraging the children to try fruit and vegetables has had very positive
outcomes in increasing children’s consumption of fmit and to a lesser extent vegetables.
Morgan (2010, p.2) states that Healthy Food for All (HffA) is ‘an all-island multi
agency initiative seeking to promote access, availability and affordability of healthy
food for low-income groups in Ireland’. Morgan (2010) further states that HffA seeks to
combat food poverty by promoting access, availability and affordability of healthy food
for low-income groups. She also states that HffA ‘administers a Demonstration
Programme of Community Food Initiatives in association with Safefood’. One of these
schemes is the Cook It programme and the Healthy Food for All initiative also organises
dietician led supermarket tours to encourage healthy eating and an understanding of
food products and labels. Morgan (2010, p.l4) states that ‘the school setting provides an
excellent health promotion arena to reach children, teachers, families and the
surrounding community in an effective and efficient way’.
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The World Health Organisation (2013a) defines a health promoting school as a school
that ‘constantly strengthens its capacity as a healthy setting for living, learning and
working.’ The World Health Organisation (2013a) further states that investing in school
campaigns promoting a healthy lifestyle is one of the most cost-effective measures
governments can make in promoting health among populations. The school
environment can facilitate healthy eating and healthy lifestyle messages to parents
through children. Safefood (2012a) states that ‘many parents reported learning about
healthy eating from their children.’
The National Taskforce on Obesity (2005, p.88) recommends that healthy eating and
active lifestyles should be promoted in schools. The taskforce also recommends
encouraging children to eat healthy lunches and encourages participation of the parents
of primary school children in educating children to eat a healthy balanced diet. These
recommendations are further reinforced by the Food Dudes (2007), Little Steps (2009)
and ‘Childhood Obesity; Let’s take it on, one small step at a time’ (2013) healthy eating
programmes. The Department of Education and Skills in Ireland ‘Lifeskills Survey’
(2014, p.4) states that ninety seven per cent of primary schools surveyed ‘promote
healthy lunches’ while ninety three per cent have a ‘healthy eating policy in place or are
in the process of developing one.’ The report further states that fifty five per cent of post
primary schools have a formal healthy eating policy. The information was gathered
from schools in Ireland in 2012. In 2005 the National Taskforce on Obesity
recommended that vending machines selling unhealthy food products be removed from
schools yet, the ‘Lifeskills Survey’ (2014, p.7) states that ‘thirty per cent of post
primary schools have either a vending machine or school shop which sells junk food.’
The findings of the report recommend that this availability of unhealthy food products
needs to be addressed in post primary schools and healthy food alternatives should be
made available.
2.15 The Introduction of Tax on Foods High in Fat, Salt or Sugar (HFSS)

Madden (2013b, p.3) states that ‘tax increases on goods with high fat, salt or sugar
content have been labelled “fat-taxes” and frequently arise in the policy debate on
obesity.’ In agreement with Madden, Smith et al. (2010, p.1-25) emphasise that there is
a link between the increase in consumption of sugar-containing drinks and the increase
in obesity among the population in the United States. From their research Smith et al.
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(2010) note that the introduction of a tax on soft drinks would decrease the overall
calorie intake from beverages in both adults and children. They estimated that a tax of
twenty per cent on these drinks would lead to a thirteen per cent reduction in calorie
intake from beverages in adults and an eleven per cent reduction for children. Smith et
al. (2010) further note that consumers respond to price increases in soft drinks by
buying less of them. They also suggest that lowering the price of healthier drinks such
as milk and bottled water, and offering milk through school schemes may have
beneficial effects. In a comparative study conducted in the United Kingdom and
Northern Ireland, Kerr et al. (2008, p.l28) found that ‘carbonated and soft drinks
remained the most popular choice of snack over this 8-year period; however, the portion
size consumed and frequency of consumption were significantly higher among the
adolescents in 2005 compared with those in 1997’.
Novak and Brovv'nell (2011, p.l218) note that ‘current levels of taxation on sugarsweetened beverages are too low to affect consumer behaviour’ and further state that the
tax on sugar-sweetened beverages must be significant enough to encourage consumers
to purchase healthier drink alternatives. Some researchers have suggested subsidising
healthy foods such as fruit and vegetables while taxing less healthy food. Eyles et al.
(2012, p.l) found that ‘based on modelling studies, taxes on carbonated drinks and
saturated fat and subsidies on fruits and vegetables would be associated with beneficial
dietary change, with the potential for improved health.’ Others suggest that taxing
unhealthy food should be just one of many measures to encourage people to make
positive lifestyle changes. Tiffin and Arnoult (2011, p.432) state that ‘a fat tax should be
seen as a component of a suite of instruments in tackling poor diets.’ They further state
that a subsidy of fifteen per cent on the cost of fruit and vegetables would encourage
individuals to consume the recommended five portions per day. Tiffin and Arnoult
(2011) note however, that measures to improve the diet of the general population will
only reach certain people, ‘the fact that considerable numbers of people will continue to
consume particularly bad diets is likely to be of concern.’

The following researchers all agree that a tax on soft drinks is a measure that needs to
be introduced to prevent the rise in the numbers of obese children and adults. Chriqui et
al. (2013, p.l) state that ‘sugar-sweetened beverages are a leading contributor of added
sugars in individual diets and thus to obesity.’ Woodward-Lopez et al. (2010, p.499)
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states that ‘all lines of evidence consistently support the conclusion that the
consumption of sweetened beverages has contributed to the obesity epidemic; actions
that are successful in reducing sweetened beverage consumption are likely to have a
measurable impact on obesity.’ Smith et al. (2010, p.l5) state that the effects of a tax on
soft drinks depends on whether or not the full cost of the tax is passed onto the
consumer or absorbed by the manufacturers. Berardi et al. (2012, p.3) state that ‘in
August 2011, the French government decided to set a new tax on sodas, based on the
claim that drinks containing added sugar are unhealthy and that their consumption
should be discouraged’. The tax also extended to flavoured waters and to soft drinks and
fruit juices containing sweeteners as a replacement for sugar. Berardi et al. (2012) also
note that the tax is being passed onto consumers directly by manufacturers as the cost of
these beverages has ‘increased significantly’. Smith et al. (2010, p.iv) state that ‘a tax
on caloric sweetened beverages would affect all those who consume them, overweight,
obese, and healthy weight individuals; the tax-induced reduction in calorie intake could
not only reduce obesity rates but also help keep certain borderline individuals from
joining the ranks of the obese or overweight’.

The following researchers are united in their findings that manufacturers are not in
favour of the implementation of tax on sugar sweetened beverages. Novak and Brownell
(2011, p.l219) state that ‘the beverage industry is fighting such taxes with massive
lobbying and public relations campaigns, support for the policies is increasing,
especially when revenue is earmarked for obesity prevention’. Pomeranz (2012, p.84)
states that ‘countries and regions have their own legal and political barriers to enacting
sugar-sweetened beverage regulations, but industry efforts to prevent regulation seem
consistent globally’. Cotti and Tefft (2013, p.l34) state that in the United States ‘it is
possible that fast food prices are so low that it would require a large tax to detect a
change in behaviour’.

One of the recommendations of the National Taskforce on Obesity (2005) was that the
Department of Finance should consider ‘risk-benefits assessment of taxation that
supports healthy eating and active living, subsidies for healthy food such as fruit and
vegetables.’ While a tax on soft drinks has been suggested in Ireland, there has not been
any move to implement such a tax. In a research report commissioned by Safefood
(2009b, p.5-20) and conducted by Millward Brown Lansdowne, it was found that
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‘sugar-sweetened beverages, such as many fruit drinks and carbonated soft drinks,
contain a lot of sugar and few nutrients.’ Safefood (2009b) also note that drinks can
have a positive or negative effect on overall nutrient intake and can also affect dental
health and weight. It was noted that parents and teenagers who took part in the survey
did not count fluid intake as part of their daily intake of food, consequently ‘calories
from drinks are therefore invisible to them.’ The parents and guardians of children were
questioned about the habits of children between the ages of two and twelve while
teenagers between the ages of fifteen to eighteen years were also questioned. The
findings suggest that most of the respondents were aware of which drinks were healthier
than others.
Safefood (2009b) also state that ‘given the low nutritional quality of sugar-sweetened
drinks and the detrimental effect they can have on dental health their consumption
should be limited.’ Among the key findings, Safefood (2009b) note that many parents
thought that fruit juice and Juice drinks were a healthier alternative to ‘soft drinks’ and
found that many of the parents indicate that they would like more information on the
contents of all drinks, ‘many called for clearer and easier to understand information to
be provided on packaging.’ The recommendations in the report encouraged parents to
choose healthy options when shopping for drinks and also urged parents to act as
positive role models for their children by choosing healthy drinks. The introduction of a
tax on foods high in fat, salt or sugar has been proposed in Ireland but to date this has
not yet been implemented.

2.16 The Advent of Proees.sed Food

The availability of processed food creates many challenges for consumers; the
capability to understand what is contained in processed food may be difficult as many
of the ingredients listed are not familiar natural products. The terminology used on the
packaging of processed food may also lead to confusion for consumers.
Eich-Drummond and Brefere (2010, p.30) define processed foods as those which are
prepared using any one of a number of processes including canning, cooking, freezing,
dehydrating, milling, using bacteria to form cultures, and adding vitamins and minerals
to enrich foods. Robson (2009, p. 138) states that ‘food processing procedures were
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developed, particularly following the Industrial Revolution, which allowed for
quantitative and qualitative food and nutrient combinations that had not previously been
encountered.’ Processing may remove nutrients, for example when whole wheat is
ground and milled to produce white flour, essential nutrients contained in the wheat
germ and bran are lost. The Food Standards Agency (FSA) in the United Kingdom
chronicled the changes that occurred in the preparation of food in a report written by
Chief Scientist Andrew Wadge. Wadge (2008) states that much of the food eaten in the
1950s was traditionally prepared and stored and that most homes did not have a
refrigerator. He also mentions food rationing claiming that for the early part of the
decade food rationing was still practiced. During the 1960s, he states that more
households had refrigerators and so could store food and so shopping habits changed.
Also, people began to travel more and this encouraged them to try new foods and dishes
they encountered abroad. During the 1970s, refrigerators and freezers became available
in more households and ‘convenience food’ became popular and so there was an
increase in food produced in factories.
Boucher-Hayes and Campbell (2009, p. 151) state that convenience is the most
important factor for many people when it comes to food and that food companies are
facilitating us with these convenience products. This increase in convenience food also
brought the need to discover methods to prolong shelf-life and to improve the taste of
processed food replacing flavour lost during processing. The packaging of the food also
became important both from a food safety viewpoint as well as enticing the consumer to
purchase the product. Pollan (2013, p.8) states that ‘corporations cook very differently
from how people do; which is why we usually call what they do food processing instead
of cooking. They tend to use much more fat, sugar and salt and deploy novel chemical
ingredients to make food last longer and look fresher than it really is.’
Moss (2013, p.347) claims that the abundant use of fat, salt and sugar in processed food
products is because these items are relatively low-cost for food manufacturers to
purchase and they make food taste more palatable. This in turn encourages consumers to
buy these products because they taste good and are not expensive. Moss (2013) further
argues that consumers have become ‘hooked on inexpensive food’ thus leading to many
diet-related health problems. Monsivais and Drewnowski, (2009, p.814-22) found that
‘highest energy density diets were associated with lower intakes of micronutrients and
fibre and lower costs’ while their findings also showed that higher quality diets were
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associated with lower energy density diets, lower body weight and overall healthier
results.
The energy density of processed food is a cause for concern due to the high energy
content of certain foods. In recent years the availability of energy dense foods has been
highlighted as contributing to the increase on overweight and obesity. O’Connor et al.
(2013, p.l) define Dietary Energy Density (DED) ‘as the available energy per unit of
weight in the diet. Dietary Energy Density takes the overall diet of an individual,
including drinks consumed, into account when calculated. Drewnowski (2005, p.72132) argues that defining foods as nutritious is difficult as he says there are no consistent
standards for their definition. He states that healthy foods are often placed in the healthy
category because of the absence of ingredients perceived as unhealthy, such as sugar,
salt and fat rather than containing any particular valuable nutrients.
Pollan (2007) describes the action of food processing as a process which depletes many
foods of their natural vitamins and minerals. He then questions the practice of
fortification; that is adding in certain vitamins and minerals lost during processing, such
as folic acid being added to flour and vitamins and minerals being added to breakfast
cereal and juices. He queries why the so called important nutrients are added during the
fortification process but he wonders about those that are not included and how their
absence might affect the health of consumers. Milk is an example of a food that is
enriched with vitamins A and D. Fortifying foods such as milk with vitamins decreases
the risk of deficiencies. Vitamin D is needed for healthy bone formation. Cashman and
Kiely (2014) note that vitamin D deficiency in Europe is a problem across all age
groups. They explain that due to the lack of year round sunlight it is not possible to
synthesise the necessary amount of Vitamin D needed by the body. Cashman (2012)
states that it is unusual for people to acquire the necessary amount of Vitamin D in the
diet and suggests that fortification of foods may be a method of increasing the intake of
Vitamin D in the diet. Hill et al. (2004) state that a large number of Irish adults have
low vitamin D intakes and they suggest that fortification of foods is a possible solution.
The Irish diet has changed significantly in recent years as discussed in Chapters One
and Two. In tandem with this change in diet, the number and variation of processed
food products available to consumers has proliferated. Simultaneously, the incidence of
diet-related illness including obesity has increased dramatically. It is essential the
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consumers are knowledgeable and aware of the contents of processed food products to
ensure that they have the ability to make healthy and mindful food choices.
2.17 Supermarkets

The role played by supermarkets in promoting processed foods must be considered
when researching food products. Thornton et al. (2013, p.7) states that ‘globally,
supermarkets play an increasingly important role in shaping dietary behaviours.’ They
also note that ‘exposure to snack foods is largely unavoidable within supermarkets,
increasing the likelihood of purchases and particularly those made impulsively.’
Lawrence (2013, p.231) when describing fruit and vegetables in supermarkets states that
‘when I see cosmetic perfection it sets alarm bells ringing, how many chemicals and
how much waste was created to achieve it.’ She says that she understands that while
people today are more time starved and use the supermarket as an easy choice to buy all
of their food; that customers are missing out on century’s old traditions of shopping,
preparing and eating food together. She also questions the content of many of the
processed foods on offer, especially breakfast cereals and describes how the seasonality
of food has become less obvious in supermarkets as many fruits and vegetables are
available all year round. Supermarkets spend time and money, tracking what consumers
purchase by using the information gathered on store loyalty cards. The marketing
behind supermarket layout and design is a fascinating science; the time and energy
spent by supermarkets trying to understand and benefit from consumer behaviour is
well documented;
They know that if they put the most expensive, high-margin products at eye level, they will
make more money because people tend not to look up or down while shopping. They also
understand that if they put fresh fruit and vegetables near the door, we will buy more
processed foods because, once the wholesome stuff is in our trolley, we feel better about
ourselves and reward ourselves with treats
(Pope, 2013).

The Red C marketing and research group (2012, p.2) found that one of the newest
trends among consumers in Ireland is transparency along with frugality, simplicity,
community focus, service with a smile and digital dependence. They state that
consumers ‘resent being duped’ and that the savvy consumer ‘interrogates’ special
offers to ensure that they are not being deceived. Boucher-Hayes and Campbell (2009,
p.l56) state that ‘the supermarket chains have put years of research and millions into
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honing and perfecting their craft.’ The authors explain how there are ‘hundreds of subtle
signposts’ influencing our purchases in a supermarket; these include end of aisle
displays promoting special offers, expensive products placed at eye level and ‘crisps,
dips and fizzy drinks all in the same place to encourage impulse buys.’ While
consumers are encouraged to buy what is obviously processed food the authors state
that consumers buying fruit and vegetables are buying products that are not as healthy
as they once were. They state that due to vast quantities of fertiliser being used to
produce uniformly shaped produce, the vitamin and mineral content has been greatly
diminished. Lunn (2013, p.l2) states that ‘consumer decision-making is a complex
matter with many significant and potentially interacting influences.’ The vast choice and
availability of processed food products available in supermarkets, in conjunction with
the methods utilised to encourage customers to purchase these commodities, is
significant in contributing to consumers choice of food products.

2.18 Food Additives

The European Food Safety Authority (EFSA) defines food additives as substances
‘added intentionally to foodstuffs to perform certain technological functions, for
example to colour, to sweeten or to help preserve foods. All food additives are
identified by an E number.’ Food additives have been used to preserve food since early
civilisation. The FSAl further states that under European Law (EC Regulation
1333/2008 Article 3) a food additive is defined as:
Any substance not normally consumed as a food in itself and not normally used as a
characteristic ingredient of food whether or not it has nutritive value, the intentional
addition of which to food for a technological purpose in the manufacture, processing,
preparation, treatment, packaging, transport or storage of such food results, or may be
reasonably expected to result, in it or its by-products becoming directly or indirectly a
component of such foods.

The European Food Safety Authority (EFSA) was established in 2002 as a result of
food scares in Europe in the 1990s. The aims of the EFSA are to improve the safety of
food in the European Union (EU), to protect consumers and to restore and maintain
confidence in European food. The EFSA act ‘as an independent source of scientific
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advice and communication on risks associated with the food chain.’ The FSAI state that
under Regulation 1333/2008:

The labelling of pre-packaged food and drink containing one or more of the following six
food colours - Sunset Yellow (E 110), Quinoline Yellow (E 104), Carmoisine (E 122),
Allura Red (E 129), Tartrazine (E 102) or Ponceau 4R (E 124) has been required to display
the following warning message: ‘Name or E number of the colour(s) (e.g. Sunset Yellow):
may have an adverse effect on activity and attention in children.

Stevens et al. (2014, p. 133-139) state that ‘artificial food colours (AFCs) are added to
many foods worldwide. They are synthesized from raw materials obtained from coal tar
or petroleum by-products’. They further note that ‘questions have arisen over the safety
of the current AFCs for some children, especially a subpopulation of children with
behavioural problems such as attention-deficit/hyperactivity disorder. The range of
behavioural reactions reported also included irritability, sleep disturbance, restlessness,
and aggression.’ These artificial food colours are commonly found in fruit drinks, fruit
Favoured foods, breakfast cereals, coloured sweets and in children’s medication.
Stevens et al. (2014) state that ‘most sweetened and artificially sweetened carbonated
beverages, fruit drinks and punches, sports drinks, and energy drinks are dyed with
either caramel colour or artificial food colours in widely varying amounts.’ The authors
recommend that parents are encouraged to read ingredient labels to determine the
additives contained in products.
One of the major additives in food being targeted for much criticism regarding the
increase in the incidence of obesity is sugar. Kunz and Kaminsky (2001) claim that all
human beings are born with a sweet tooth, stating that there is a good reason for this as
sugar is an efficient fuel for the human body and that natural sugars are found in fruits.
However the availability of sugar laden foods poses a challenge for health; Joyce and
Gibney (2008, p.438) state that ‘high consumption of added sugars was associated with
a decrease in the micronutrient density of the diet and increased prevalence of dietary
inadequacies in children and teenagers.’ Joyce et al. state that:
The main contributors to added sugar intake in all children, teenagers and adults were
biscuits, cakes, buns and pastries, carbonated beverages, squashes and cordials,
confectionery, sugars, syrups, preser\>es and sweeteners (adults only) and ready-to-eat
breakfast cereal (children and teenagers)
(2008, p.l 123).
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The World Health Organisation (2014) launched a public consultation in March 2014
regarding the amount of sugar recommended in the diet, as they believed that it may be
in the interest of public health to revise these limits downwards. Te Morenga et al.
(2013, p.7) state that ‘advice relating to sugar intake is a relevant component of a
strategy to reduce the high risk of overweight and obesity in most countries.’ This
concurs with Willett and Ludwig (2013), Lustig et al. (2012) and Holford (2010) who
claim that the high sugar content in many processed foods is a major contributory factor
to the increase in obesity and other dietary-related health problems worldwide.
Salt is another food additive that is the subject of much controversy regarding its
influences on health. The Irish Heart Foundation (2012, p.4) define salt as ‘a nutrient
with the name Sodium Chloride, most of the salt we eat, 65-70%, comes from processed
foods, fast food, canteen and restaurant food.’ The Irish Heart Foundation further state
that ‘people in Ireland are eating too much salt, which is linked to high blood pressure,
which can damage your heart and blood vessels, leading to a heart attack or stroke.’ The
Irish Nutrition and Dietetic Institute (INDI) state that:
On average Irish people eat at least lOg salt a day in their diet, the body needs about 4
grains of salt each day and an acceptable maximum level is 6 grams or I teaspoon of salt
per day. Children should eat much smaller amounts, depending on their age

(2012, p.l4).

The Irish Universities Nutrition Alliance found in their study of preschool children that
the salt intake for this group of children was found to exceed the limit recommended by
the FSAI. The main source of this dietary salt was found to be in cured and processed
meats, accounting for between twenty three and twenty five per cent of total intakes in
one to four year olds. The consumption of processed meat increased with age; with sixty
nine per cent of one year olds increasing to ninety per cent of four year olds consuming
processed or cured meat. Desmond (2006) notes that processed meats are a major source
of salt in the diet and he states that salt has been linked to hypertension and increased
risk of cardiovascular disease. The FSAI (2011) declares in their Statement of Strategy,
2012-2015, that they have been in collaboration with the food industry to reduce the
levels of salt in food. The FSAI (2011) also report that ‘salt is a risk factor for
cardiovascular disease which is one of the major causes of death in Ireland today.’
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Grimes et al. (2009, p.l92) state that many consumers ‘may be unaware that some of
the main sources of salt in our diet are ‘hidden’ in everyday food items, such as bread
and thus this may explain why many did not consider salt as a problem in their diet.’
They also state that ‘many respondents had difficulty in using labelled sodium
information to make comparisons between products.’ added to most butter, margarine,
canned vegetables, cheese, bread and some breakfast cereals.’ Grimes et al. (2009)
further note that ‘sixty five per cent of participants were unable to correctly identify the
relationship between salt and sodium.’ Salt may be listed as salt or sodium on a
nutrition label; the Irish Heart Foundation (2012, p.9) states that ‘to work out how much
salt is in a food, multiply the sodium figure by 2.5.’ Van Vliet and Campbell (2011,
p.440) state that processing of food greatly increases the amount of sodium in a food.’
Consumers need to be aware of additives in processed food products as excess salt,
sugar and fat have been proposed as causative factors in diet-related diseases.
2.19 Cooking skills

The consumption of processed convenience foods has been linked to greater intakes of
energy and additives such as sugar and salt. Overconsumption of convenience foods and
the lack of practical skills necessary to cook food have been implicated in the rise in
obesity. The National Taskforce on Obesity (2005, p. 73) notes that in a survey
conducted by the National Food Alliance/MORI in the United Kingdom (1993) the
ability of young people to cook food from raw ingredients was in decline. In response to
the question; ‘Which of these things can you do yourself?, ninety-three per cent of
young people could play computer games, sixty per cent could heat a pizza in the
microwave, fifty four per cent could make a cake while just thirty eight per cent could
cook a jacket potato in the oven.’ The National Taskforce on Obesity states that the type
of food being consumed is influenced by ‘access to cooking facilities and the ability to
prepare food.’ The taskforce further states that the passing on of cooking skills in the
home is becoming less apparent and they recommend that schools have a role to play in
this. One of the recommendations of the National Taskforce on Obesity (2005, p.89) is
that ‘skills programmes which teach and develop training in basic food preparation and
budgeting should be introduced in schools.’ Similarly, Pollan (2013, p.8) states that ‘the
decline in home cooking closely tracks the rise in obesity and all the chronic diseases
linked to diet.’
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Mac Con lomaire and Lydon (2011, p.l2) state that ‘more innovative approaches to
non-domestic sources of learning to cook are required to ensure that the next generation
of Irish children do not miss-out on this essential life-skill.’ The authors also note that
the availability of ready to eat sauces remove the need to cook using raw ingredients.
They also note that this lack of food preparation from basic ingredients may
disadvantage children as they are not exposed to cooking skills at home as a result of
the availability and use of these convenience products. They conclude that there is a
clear link between the ability to cook and food choices and they further note that the
lack of cooking skills results in a reliance on processed and takeaway foods. The ability
to use natural unprocessed food ingredients to create a meal is a vital skill. Mac Con
lomaire and Lydon (2011) found that ‘continued consumption of convenience foods
without the necessary knowledge of food preparation reduces awareness of a healthy
diet.’ The authors stress the importance of maintaining a system where young people
learn essential cooking skills if they are to understand the health benefits of a balanced
diet incorporating home cooked food. ‘If health promoters realistically wish to increase
the Irish population’s compliance with dietary guidelines then a positive support
structure for domestic cooking skills is essential’ (2011, p.l 1).
Natural foods as well as the nutrients contained in them, and the inclusion of these when
eating a balanced diet are fundamental to good health. The importance of learning how
to cook these ingredients and incorporating then into a healthy diet cannot be
underestimated. Van der Horst et al. (2011, p.244) state that their research ‘provides
first evidence for an association between ready-meal consumption and overweight, our
results suggest that interventions targeting cooking skills might be an effective strategy
to promote healthy eating.’
The Irish diet has changed drastically over the last number of years. Highlighting this
Boucher-Hayes and Campbell (2009) state that:
Never having had the most exciting diet in the world, Ireland was still very dependent on
the potato, a trend that has only altered in the last ten years when sales of pasta, rice and
other carbohydrate-rich foodstuffs have overtaken the common tuber
(2009, p.39).

They further state that campaigns promoting the nutritional value of potatoes were
launched in Ireland to encourage people to buy and consume potatoes: yet since the
sixteenth century the Irish population existed ‘on a diet of potatoes and milk and took
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their meat or fish when they could get it; herring if you lived near the coast; poultry,
offal and cheap cuts of lamb or beef if you could afford them.’ Boucher-Hayes and
Campbell (2009) also describe how cooking skills were passed on in families as
children watched their mothers cook and learnt these skills at home from a necessity to
eat and survive. The time spent preparing food at home and passing on the necessary
skills to cook has declined in recent times. ‘Our retreat from the kitchen has been an
enormous boon to the business of food processing and obviously a trend that is worth
promoting rather than discouraging’ (2009, p. 151). The change in the Irish diet, along
with the increased availability of processed food products and a decrease in cooking and
eating basic, non-processed ingredients has been linked to the increase in dietary-related
illness including obesity.

2.20 Siiiiiniary

In Chapter Two the increase in obesity both worldwide and in an Irish context was
discussed. The reasons for this increase and the actions taken to tackle this obesity
epidemic were investigated. Interventions in other countries were examined as were the
measures and campaigns taken to halt the increase of obesity and promote a healthier
lifestyle among the Irish population. The increase in the incidence of Type 2 diabetes in
line with obesity was also studied and the associated healthcare costs with these
diseases were researched.
The advertising, marketing and labelling of food products and their effects on children’s
food choice was evaluated. The rules regarding the advertising, marketing and labelling
of food products was researched and the influences which health and nutrition claims on
such products may have on consumers’ were studied. The factors influencing food
choice and dietary habits were evaluated and the role if any, that these have on the
rising incidence of obesity and Type 2 diabetes was researched. The inclusion of
calories on menus and the potential influences this had on consumers’ choice of food
products was investigated. The role played by processed food and supermarkets on
influencing consumers’ choice of food product was examined. Food additives were also
studied as a possible influencing factor in consumers’ food choices. Finally cooking
skills as a factor potentially influencing what people choose to consume was studied.
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As shown in this Chapter the influences on food choice are intricate and diverse and the
investigations undertaken in this chapter were an effort to understand both food choice
and the subsequent implications for health. Chapter Three will outline the methodology
used in this study to answer the research aims and objectives outlined in Chapter One.
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Chapter Three: Research Methodology
3.1 Introduction

The focus of this chapter will explain the research methodology with a view to
establishing an appropriate research methodology to address the main research question
of this study, namely the issue determining the consequences which the marketing,
advertising and labelling of processed foods has on consumer choice and subsequent
health issues. A good researcher must not only be a critical thinker but must also
understand the fundamental nature of research as a form of inquiry, which is highly
complex and subject to strict criteria. Critical to being good research is the
understanding of the definition of research as outlined by experienced researchers and
authors. Kumar (2011, p.5) defines research as ‘a process for collecting, analysing and
interpreting information to answer questions.’ He further states that ‘to qualify as
research, the process must have certain characteristics: it must, as far as possible, be
controlled, rigorous, systematic, valid and verifiable, empirical and critical.’
3.2 Re.search Purpose

In a very simple explanation Kumar (2011, p.2-18) describes that the main purpose of
research is to ‘discover answers to questions through the application of scientific
procedures.’ One of the objectives of this research is to identify any links and influences
that the marketing, advertising and labelling of food products may have on consumers’
food choices and to determine the influence of diet in the prevalence of obesity and
Type 2 diabetes. A thorough literature review was conducted by studying previous
research on this topic available in textbooks, research papers, journals and websites.
Kumar (2011) also states that ‘research is one of the ways to find answers to your
questions.’ The Organisation for Economic Cooperation and Development (OECD)
(2010b, p.82) define research as: ‘Basic research is experimental or theoretical work
undertaken primarily to acquire new knowledge of the underlying foundations of
phenomena and observable facts, without any particular application or use in view’.
Kumar (2011) further states that the main purpose of research is to ‘discover answers to
questions through the application of scientific procedures’. The research question in this
study is what influence if any, the marketing, advertising and labelling of processed
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food in Ireland has on consumers’ food choices and the subsequent health issues.
Gerhardt (2004, p.4) states that ‘research results do not always reflect a definitive
answer with clearly revealed conclusions and, in fact, often seem to generate more
questions than they answer.’
The purpose of this research is to investigate the link between advertising of food and
people’s food choices, and whether or not these food choices are influenced by the
advertising, marketing and labelling of foods. The daily choices which consumers make
and the health issues related to diets high in the consumption of processed foods is of
interest in this study. Erickson (2011, p.43) states that ‘qualitative enquiry seeks to
discover and to describe in narrative reporting what particular people do in their
everyday lives and what their actions mean to them.’
3.3 Research Contributions

There is a lack of Irish studies on the effects that the marketing, advertising and
labelling of food products have on consumers food choices. This research is particularly
concerned with the impact of advertising foods to children especially the advertising of
those foods which are energy rich but nutrient poor. The labelling and marketing of
these foods in Ireland is also of interest in this research. The increase in the incidence of
obesity leading to health problems, including Type 2 diabetes, has been the subject of
many studies in the United States. As discussed in Chapter Two, dietary habits formed
during childhood persevere into adult years, and the ability of consumers, particularly
children, to make healthy food choices while being exposed to advertising of processed
foods is of interest in this research. The ability of consumers to understand food labels
and the health and nutrition claims made by food manufacturers is of particular interest
as the labelling of food products can vary greatly for different products. The role of
education in instilling an understanding of basic nutrition necessary to make informed
food choices is also of interest. The availability of processed food creates a challenge
for consumers to understand as many of the ingredients used are not familiar natural
products. The ease with which labels on processed food products can be interpreted by
consumers, leading to informed food choices, is of particular interest. The attempts by
various governments to consolidate food labels into a single format are of relevance as
many different variations exist at present.
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The inclusion of calories on menus, as a form of food labelling, and whether or not
consumers will use this information is also of interest as there is an assumed knowledge
that consumers understand calories if they are to use them to make food choices based
on the calorie content. Consumers’ perceptions on the impact of healthy eating
campaigns and the current recommended dietary guidelines in Ireland, including the
Food Pyramid will be investigated to determine the effectiveness of these measures.
Finally, consumers’ insights and experiences of the links between diet and health will
be explored in this study.
3.4 Research Methodology

Kumar (2011, p.l8) states that ‘the path to finding answers to your research questions
constitutes research methodology.’ Qualitative research methods focus on description,
qualities and observation. Qualitative researchers seek insight rather than statistical
analysis (Bell, 1999). Coolican (2004) states that quantitative research is high in
reliability but low in validity, while qualitative research is high in validity but low in
reliability. Denzin and Lincoln (1998, p.8) note that ‘qualitative researchers stress the
socially constructed nature of reality, the intimate relationship between the researcher
and what is studied, and the situational constraints that shape inquiry.’ This research
will be primarily qualitative. Quantitative research methods focus on measurements and
numbers. Researchers using quantitative methods collect facts and study the relationship
between different sets of facts (Bell, 1999). Mixed method procedures combine both
qualitative and quantitative research methods.

Rubin and Rubin (2012, p.2) note that ‘qualitative researchers focus on depth rather
than breadth: they care less about finding averages and more about understanding
specific situations, individuals, groups or moments in time that are important or
revealing.’ They state that researchers gain an insight into the opinions and views of
others when conducting interviews. Marvasti (2011, p.384) states that ‘we would all
agree that, at a minimum, an interview requires questions and respondents.’ Rubin and
Rubin (2012) acknowledge that some people may dismiss the in-depth interview
process as a means of gathering data but in its defence they state that ‘these colleagues
have little idea of the richness of findings from in-depth interviews.’ Holstein and
Gubrium (2003, p.3) note that ‘as we move into the 2L‘ Century, interviewing is more
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common place that ever.’ They also state that ‘few would dispute that the interview is
the most widely used technique for conducting systematic social enquiry.’ Rubin and
Rubin note that the in-depth interview process includes ‘careful standards, built in
credibility checks and systematic analysis.’ Miles et al. (2014, p.ll) note that ‘the
apparent simplicity of qualitative data masks a good deal of complexity, requiring
plenty of care and self-awareness on the part of the researcher.’ Kane and O'Reilly-de
Briin (2001, p.257) suggest that ‘used properly, qualitative techniques can give you a
richness and depth that you are not likely to get through other methods.’ Corbin and
Strauss (2008, p.20) state that ‘qualitative analysis builds upon natural ways of
thinking.’

Validity is defined by as the ‘best available approximation to the truth or falsity of a
given inference, proposition or conclusion’ (Cook and Campbell, 1979). Validity refers
to how well an instrument measures what the researcher wants to calculate. Validity
encourages confidence and integrity in the research undertaken. Kvale (2007, p.l49)
states that ‘validity pertains to the strength and soundness of a statement; in the social
sciences, validity usually means whether a method investigates what it purports to
investigate.’ Reliability is the ability of a chosen research method to produce similar
results when performed under similar conditions. Reliability is the consistency of a
measurement. ‘Reliability is a measure of accuracy, stability and predictability’ (Kumar,
2011). ‘Reliability is the extent to which different methods or people would arrive at the
same data or result’ (Keller, Casadevall-Keller, 2010). Objectivity is defined by
Hitchcock and Hughes (2003) as ‘a way of looking at a situation from the outside that
is, without making prescriptive value-laden judgements or moral assumptions about the
phenomena.’

In this research, the decision of the researcher is to adopt a qualitative approach to
gather information and generate results by conducting in-depth interviews with parents
of school-going children in both primary and secondary schools. Miller and Glassner
(2011, p.l37) note that ‘in-depth interviewing is a particularly useful method for
examining the social world from the points of view of the research participants.’
Holstein and Gubrium (2011, p.149-152) note that ‘interviewing is more popular than
ever as a means of generating information for both scholarly and professional purposes.
When done well, the interview may be viewed as a dispassionate, passive instrument for
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obtaining information.’ McCracken (1988, p.9) notes that the long interview is ‘one of
the most powerful methods in the qualitative armoury.’ He states that it allows the
researcher to delve into the thoughts of others and to see the world from their
perspective. Kane and O'Reilly-de Brun note that when undertaking qualitative research
a lot more depends on the researcher’s good sense, experience and personality.
A qualitative research method is valid in this study as the information and statistics
needed to form realistic conclusions were gathered over a number of years. A
comprehensive review of studies, relevant to this research, was undertaken before
commencing the interviews. The questions for the in-depth interviews were selected
from a wide range of possible relevant questions. The questions were formulated having
carried out a thorough review of relevant extant studies pertaining to the research
question. This lengthy process of compiling and selecting questions and probe words for
the interview guide proved very helpful while conducting the interviews, as a thorough
analysis of questions had been completed. This enabled the researcher to interject with
relevant questions if the situation allowed during the interviews. While keeping to the
line of questioning in the interview guide, the researcher had to allow for relevant topics
which were raised by the interviewee. On occasions where the interviewee strayed from
the topic of interest to the researcher it was necessary to steer them back to the relevant
question without being too abrupt. When asked about special offers in supemiarkets for
example, some respondents spoke about cleaning products but with direction from the
interviewer the conversation was brought back to offers regarding food items.
Flick (2009, pi4) states that there are a number of essential features of a qualitative
research method namely; ‘the correct choice of appropriate methods and theories, the
recognition and analysis of different perspectives, the researchers reflections on their
research as part of the process of knowledge production and the variety of approaches
and methods. ’ The process of reflecting on information as a method of data collection
was proposed by Dewey and is highlighted in the following quotation:
reflection is a rational and purposeful act, an active, persistent and careful consideration
of any belief or supposed form of knowledge in the light of the grounds that support it, and
further conclusions to which it lead, it includes a conscious and voluntary effort to
establish belief upon a firm basis of evidence and rationality
(Dewey, 1933).

The intricacy involved with the reflection and subsequent analysis of data from the indepth interviews, is explained by Flick (2009) who suggests that ‘most phenomena
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cannot be explained in isolation, which is a result of their complexity in reality.’
According to Silverman (2013, p.4), the process of undertaking qualitative research is
challenging as he postulates that ‘qualitative research rarely follows a smooth trajectory
from hypothesis to findings.’

3.5 The In-Depth Interview

Kvale (2007, p.l49) defines the research interview as ‘a conversation with a structure
and a purpose; it involves careful questioning and listening with the purpose of
obtaining thoroughly tested knowledge.’ Holstein and Gubrium (2011, p.l52) state that
‘interviewing is unavoidably interactional and constructive. In a word, the interview is
actively productive of its results.’ In this research study the interview questions were
tested on a pilot group to ascertain their suitability for gathering information in the indepth interviews; adjustments were made and the final interview guide was developed.
The questions which formed the interview guide for this study are listed in the
Appendix. The interview guide also contained probe words, used only when further
detail on a particular topic was needed.
Flick (2009, p.l73) notes that ‘a very important step is planning for probing
interviewees. Decide what you will ask if the interviewees’ answers remain too general
or if they miss the point that you intended.’ The probe words proved invaluable in these
scenarios as using them ensured that all necessary topics were covered. Many of the
probe words were brought into the conversation by the interviewees themselves. While
McCracken (1988, p.lO) notes that interviews are revealing and very useful when
conducting qualitative research, he acknowledges that the process is fraught with
difficulties. He concedes that people have busy lives and that time is a major
consideration in the interview process. He also accepts that the process of organising
and conducting interviews is a labour intensive one that needs much time to complete
successfully.
The interviews for this study were conducted in the participants’ homes and a number
of interviews took place in hotels and cafes as pre-arranged with the interviewees. One
school allowed the researcher access to a parent’s room in the school to conduct
interviews. All interviews were performed in a relaxed and informal manner at a time
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and location best suited to the interviewees. Miller and Glassner (2011 p. 134-136) note
that ‘the issue of how interviewees respond to us based on who we are- in their lives as
well as the social categories to which we belong, such as age, gender, class and race- is
a practical concern as well as an epistemological or theoretical one.’ McCracken (1998,
p.l2) notes that the privacy of the interviewees is of paramount importance and must
not be compromised by the interviewer in any way.
All interviews were recorded and transcribed in full as soon as possible after the
interview. Flick (2009, p.475) describes transcription as ‘the transformation of recorded
materials (conversations, interviews, visual materials, etc.) into text for analysing it.’ A
number of the interviewees addressed topics early in the interview that related to actual
questions contained later in the interview guide. These questions were again probed
later to see if more information was forthcoming, but yet acknowledging that the topic
had been discussed earlier. The design of the interview guide allowed for the interview
process to adapt to the particular contributor and to allow the interviewer find a style of
questioning that the participant was comfortable with while gathering the necessary
information.
Hermanns (2004, p.212-3) states that ‘it is important to create a good atmosphere in an
interview’, to explain carefully to the participants what is expected of them during the
interview and to allow them to express themselves. For all the interviews conducted in
this research, an introduction to the research topic was explained before each interview,
the participants were reassured that it was their thoughts and opinions that were valued
in this project and that there were no wrong answers to questions. The interview guide,
used in the in-depth interviews, allowed the interviewees to discuss issues and relate to
different topics as the interview progressed yet using the guide the interviewer could
ensure that all questions were covered even if the order deviated from the interview
guide. Rubin and Rubin (2012) note that it is important for the interviewer to be
responsive to the interviewee and structure the questions and interview accordingly.
Hermanns (2004) further states that it is important for the interviewer to use everyday
language when conducting interviews and not to revert to academic or scientific
terminology which the interviewer, but not the interviewee, may be familiar with. He
also notes that it is often the interviewer who is uncomfortable with the interview being
recorded and that this apprehension can be passed on to the interviewee in some cases.
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Interestingly while undertaking the interviews for this research, the conversation
between the interviewer and the participants often continued after the recording had
been stopped, however any relevant information was noted on completion of the
interview and recorded at the beginning of each interview transcription. Miller and
Glassner (2011) further state that ‘we accept that what stories interviewees share with
us, and how they tell their stories, may be shaped not just by the rapport established, but
also by social similarities and distances between us and those we interview.’
Legard et al. (2003, p.l43) note that an in-depth interview is based on the ability of the
researcher ‘to establish a good rapport with the participant.’ They further state that the
researcher must have the ability to engage with ‘people from all walks of life. A good
working relationship is achieved when the researcher seeks to put the participant at ease
and to create a climate of trust’. This was an important factor in the interview process
for this research as participants from varying socio-economic classes were interviewed.
The first few minutes of all interviews were spent explaining the reasons for the
interviews and reassuring participants that all information was confidential. The
researcher also stressed the fact to participants that it was their thoughts and views that
were of interest and that there were no right or wrong answers. The researcher was very
aware of the fact that questioning parents on what products they buy for their children
and ultimately what their family eats is a sensitive topic.
Legard et al. (2003) further note that researchers need to be humble during the interview
process and accept that they are receiving information and not to use the interview as an
arena to show off their knowledge. Kane and O'Reilly-de Brun (2001, p.257) note that
‘being humbled is not the worst thing that can happen to a researcher.’ The researcher
must remain impartial to the information being shared by the participants and must not
try to influence the participants views on the topic of interest in the interviews. Miles et
al. (2014, p.9) state that ‘the researcher attempts to capture data on the perceptions of
local participants from the inside through a process of deep attentiveness, of empathic
understanding, and of suspending or bracketing preconceptions about the topics under
discussion.’
The interviews were conducted between July and October 2013. All interviews were
transcribed in full and then were studied for the emergence of themes. A number of
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these themes became apparent during the interviews and these themes were highlighted
using different coloured pens to assist in the analysis of these themes.
3.6 Analysis of In-Depth Interviews

Corbin and Strauss (2008, p 64) state that ‘analysis is the act of giving meaning to data.’
Glaser and Strauss (1967) and Strauss (1987) believe that analysis of material should
begin as soon as the first interview has been completed. Corbin and Strauss (2008,
p.l63) state that ‘the first step in any analysis is to read materials from beginning to end.
The idea behind the first reading is to enter vicariously into the life of the participants,
feel what they are experiencing and listen to what they are telling us.’ The interview
transcriptions in this study were read and then the process of analysing them began.
A number of themes began to emerge and these themes were identified and the
information from the interviews was gathered and sorted. A number of the themes are
inextricably linked but these themes have been analysed to form clear and coherent
concepts. Kane and O'Reilly-de Brun (2001, p.366) note that when analysing qualitative
information ‘the human brain appears to be programmed to put order on chaos. The
chaos in this case is your material’. During the interview process a number of the
interviewees were eager to discuss issues that were important to them. At times this
brought new and relevant information to the interviews. Rapley (2011, p.279) notes that
‘above all, when undertaking analysis you need to be prepared to be led down novel and
unexpected paths, to be open and to be fascinated. Potential ideas can emerge from any
quarter’.
The researcher must be aware not to create a bias when retrieving data from the in-depth
interview transcripts. When discussing the grounded theory approach to data analysis,
Strauss and Corbin (1990, p. 420) theorise that all data is considered ‘provisional’ at the
beginning of the analysis process. They further state that through the repetition of
certain views or by the noted of absence of certain concepts, data earns its way into the
theory. This actual presence of the concepts ensures that researcher bias is eliminated.
According to Strauss and Corbin (1990) these concepts are ‘the basic units of analysis’.
Glaser and Strauss (1967, p. viii) developed the ‘grounded theory approach’ to enable
researchers to develop theory based on observations made during the research process.
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They define the grounded theory approach as ‘a general methodology for developing
theory that is grounded in data systematically gathered and analysed.’
3.7 Re.search Sample

Flick (2009, p.l3) states that ‘random samples of populations are selected in order to
make a survey representative of that population. General statements are made as
independently as possible about the concrete cases that have been studied.’ The sample
size in this research project was twenty five interviewees. Glaser and Strauss (1967,
p.60-2) state that a researcher must have an idea of how many people they will
interview at the beginning of a project but will ultimately determine the sample size
when they begin to hear answers and views being repeated during collection of data.
This is the point at which ‘theoretical saturation’ is reached. They further state that the
researcher will ensure that every possibility to exhaust resources is used before reaching
this point for example making a concerted effort to find respondents from different
sources ‘that stretch the diversity of data as far as possible.’
A range of schools were chosen to gain insight into the views of consumers from a wide
range of socio-economic groups. In this study the selection of interviewees is a random
selection of parents of school-going children. All twenty five of the parents that were
interviewed for this study had two or more children. Twelve parents had two children;
ten parents had three children; two parents had four children and one parent had six
children. In total the sample group were parents to sixty eight children. All parents
interviewed were the principle shopper for food in the household. Two of the parents
interviewed were single parents. This group was chosen to best assess how consumers
and children interpret food labels and the effects of advertising, marketing and labelling
of foods. These topics were addressed during in-depth interviews with twenty five
interviewees. This number allowed the creation of a rich data set with potentially
different perspectives and experiences.
It is noteworthy that McCracken (1998, p. 17) advocates the use of small samples, and
declares that ‘for many research projects, eight respondents will be perfectly sufficient.’
In this study, repetition of answers was apparent towards the latter number of
interviews. This ‘theoretical saturation’, as discussed previously, became apparent as
the interviewees repeated many of the views from previous interviews. With certain
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topics, such as the influence which advertising has on children, the interviewees
responses were consistent throughout the twenty five interviews as there was total
agreement among those interviewed that advertising had an impact on children.
Six schools were approached taking account of both fee-paying and public schools,
primary schools and secondary schools in Cork city and suburbs. Among the schools
contacted were a number of Delivering Equality of Opportunity in Schools (DEIS)
schools to ensure a sample across all socio-economic groups. Morgan (2009, p.20)
states that ‘the Delivering Equality of Opportunity in Schools initiative is an action plan
for educational inclusion that focuses on addressing the educational needs of children
and young people from disadvantaged communities, from pre-school through to secondlevel education’. A letter of introduction was sent to the school principle stating the
objectives of the research. In some cases the principal allowed access to the researcher
to meet parents at school meetings and to present the case of the research project and to
ask for volunteers who were willing to be interviewed.
Once this initial contact was made the proposed interviewees details were taken; the
researcher followed up with a telephone call the following day to arrange a suitable time
and location for interview. The interviewer telephoned the interviewees on the day
preceding the interview to confirm the place and time. This was sometimes changed by
the interviewee and rescheduled for another date. This process was time consuming as
the interviewees needed to be accommodated with times to fit into their schedules and
rescheduling interviews with a number of respondents had to be accommodated on
numerous occasions. In total twenty five interviews were conducted. All interviews
were recorded and transcribed in full. This was an arduous process but allowed for
accuracy as the interviews were available for reference if clarification was needed at
any stage during the analysis. The transcriptions from the interviews were printed, read
and analysed. A full copy of these transcriptions is available from the author if required.
3.8 Research Limitations

The limitations of this study are the location and educational status of the interviewees.
The first possible limitation of this study is that all interviewees live in the city and
county of Cork, Ireland. All interviewees live in, or in close proximity to, urban areas
and the major supermarket chains in Ireland. There is not the opportunity therefore, to
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compare this urban environment with a valid rural setting. Twenty eight per cent (seven)
of respondents reside in satellite towns but live within easy access of a selection of
supermarkets. There was however significant efforts made to interview parents from
many different socio-economic backgrounds to ascertain a fair sample and
representation from a cross section of society.
It must be noted that sixty four per cent (sixteen) of those interviewed for this study
were degree qualified. The OECD (2013, p.3) state that ‘thirty eight per cent of 25-64
year-olds in Ireland have attained tertiary education.’ Therefore, the educational status
of the interviewees is higher than average in the Irish population. It must also be noted
that twenty four per cent (six) of those interviewed in this study are trained in
healthcare. Four of the respondents are qualified nurses, one is a dentist and one is a
physiotherapist.
In this study there was the potential for the researcher to add new concepts such as
dental health relating to soft drinks, as this was a topic mentioned by a number of
interviewees. Corbin and Strauss (2008, p. 149) state that;
In reality, a researcher could go on collecting data forever, adding new properties and
dimensions to categories. Eventually, a researcher has to .say this concept is sufficiently
well developed for purposes of this research and accept what has not been covered as one
of the limitations of the study.

Dental health was relevant to this project as the focus of this study is on the marketing,
advertising and labelling of processed food in Ireland and its influences on consumer
choice and subsequent health issues, and obviously dental health is a health issue. It was
however, not a topic explored in all interviews and only relates to those interviewees
who introduced this topic themselves. It would nonetheless, be an area for future
research.
3.9 Summarv

In conclusion this study seeks to establish the impact which the advertising, marketing
and labelling of processed food products has on consumers’ food choices and to
investigate the subsequent health issues. The nature of the research and research
methodology has been the focus of Chapter Three. The findings of this research are
presented in Chapter Four.
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Chapter Four: Presentation of Research Findings
4.1 Introduction

The findings of this research are presented as themes that emerged during the interview
process. The themes are related back to the research question probing the influences
which the marketing, advertising and labelling of food products has on consumers’ food
choice and their awareness of health issues linked to diet. European Regulation (EC) No
178/2002 defines food as ‘any substance or product, whether processed, partially
processed or unprocessed, intended to be, or reasonably expected to be ingested by
humans. Food includes drink, chewing gum and any substance, including water,
intentionally incorporated into the food during its manufacture, preparation or
treatment.’
As discussed in Chapter Three, twenty five parents with school-going children were
interviewed from a variety of schools in Cork city and suburbs. All interviews were
recorded and transcribed in full as soon as possible after the interviews were completed.
A select sample of direct quotations from the interviewees is presented in this chapter.
4.2 Nutrition Isabels on Food Products

The first objective of this study was to ascertain if the interviewees read the nutritional
information on products that they purchase; whether these labels are clear and
informative for consumers to interpret and therefore lead the consumer to make
informed choices when purchasing food. The following questions were asked of all
interviewees;
•

Do you read nutrition information on products that you purchase?

•

What information do you look for on nutrition labels?

The purpose of this question was two-fold, to seek the information whether or not the
interviewee reads nutrition labels on food products and if so to attempt to find out the
reasons for reading these labels. Five (20%) respondents stated that they do not read
nutrition labels on food products. Two (8%) stated that they ‘always’ read nutrition
labels on food products. Eighteen (72%) of the candidates interviewed in this research
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stated that they read nutrition labels sometimes on certain food products. Among these
eighteen interviewees that read nutrition labels on some products, nine interviewees
stated that they only read nutrition information on new products or on food products
that they have not purchased before. The majority of those interviewed said that they
would never read nutrition labels on products that they purchase frequently. The
respondents’ initial responses to the question are represented in the following quotes;
If I hadn’t bought something before then I would have a look, if I was drawn to something
then I would, new products yes, whereas existing things I’ve always bought I probably
wouldn’t check and probably never have really looked at that closely. I’d probably pick it
up, if it was clear, but the labels are quite confusing (Interviewee 1, Full Time Mother,
Children aged 14 and 11).

Salt, fat and additives such as flavour enhancers and colours were mentioned as
ingredients that were a major reason for reading labels by the following interviewees:
Salt content would be a big one. I don 7 eat salt anymore. Anything that has e.xcessive salt I
can taste it: calories don 7 bother me, I don 7 look at that. Sugars to a certain point, fat and
saturated fat and they are the ones that are usually on it. I’d read the ingredients of
products to see, what was the higher ingredient and what was the lower ingredient. I will
give you an e.xample; I went to buy .scampi on .sale in the supermarket on special offer. One
of the ingredients was preformed scampi 47% and I said, no, and put it back straightaway,
what is the other 53%? (Interviewee 4, Retail Manager, Children aged 19 and 13 years).
I read food nutrition labels because I am coeliac, I would watch additives for the children’s
behaviour and learning would he other reasons. I would avoid additives and E numbers if I
can. I will check every’ packet if I haven't had the product before (Interviewee 17, Teacher
in a Secondary (VEC) School, Children aged 15, 13 and 5 years).

Sugar was mentioned by sixteen (64%) of the interviewees as something they would
specifically look for on labels. None of the interviewees were able to state the Guideline
Daily Amount for sugar of ninety grams per day, although three of the respondents said
that they were aware of the Guideline Daily Amount for sugar; however none of them
stated the actual figure for the Guideline Daily Amount for sugar in the diet. Two out
of three of these respondents were trained in healthcare, one is a dentist (Interviewee 13,
Children’s Dentist, Children aged 11, 9 and 6 years), the other respondent is a nurse
(Interviewee 14, Nurse, Children aged 16, 14 and 11 years) and the other interviewee
(8) had just recently read a Patrick Holford book about diet and sugar. The following
quotations are examples of interviewees who spoke about sugar and other additives on
food labels:
I’d read labels to see how much sugar is in things and I would see where it is on the list
because I know myself the first one is the highest content and so I’d see the sugar content.
Sugar and salt really. I would also actually look for the additives. I’d look for those as well
and if there are too many of those, I wouldn’t buy them (Interviewee 7, Laboratory
Technician, Children aged 17 and 14 years).
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I look for sugar on labels. I think I have become a little more aware of things that shouldn ’t
be in food and I don't think that is all that clear. If you are trying to eat healthier and cut
out processed food, / don't think that is entirely clear. / think they have found ways of
hiding those things, so they say it contains no preservatives hut 1 think they have found a
way of hiding those (Interviewee 8, Full time mother, Children aged 15, 12, and twins aged
4 years).

These quotations show that these interviewees exhibit a certain amount of distrust for
labelling of food products. In addition both quotations show that these consumers are
very aware of product ingredient information stating that the ingredients are listed in
descending quantities. Other consumers described comparing products and found the
nutrition information on product labels useful to compare one product with another
especially for ingredients such as fat and sugar as expressed in the following quotations:
/ read the GDAs; it’s usually the fat and sugar content. I read them particularly with
respect to things like biscuits. You could be surprised how much fat is in one biscuit and I
would compare two products. I’d never go for the weight watchers or the diet stuff because
what they reduce in fat they make up for in sugar. I'm not fooled by that (Interviewee 13,
Children’s Dentist, Children aged 11,9 and 6 years).
Yes I do read nutrition labels on products becau.se I would try to buy healthy food and I
would look to see the .saturated fat and the sugar content. I’d compare the content, the fat,
the calories and the sugar again. What would tempt me was if I .saw the saturated fat was
less on one. I’d probably pick that one. I would look at the ingredients first and then I look
down at the table; the calories, fat and sugar. I probably don’t look at the ones I would get
every week, hut the newer stuff or stuff I wouldn’t get very often (Interviewee 21, Member
of An Garda Siochana, Children aged 7 and 4 years).
I check the calories because I’m watching them for myself. For the kids I would go for the
cereals. I don’t tend to check much for the kids but like some of them just have the labels at
the front that tells you the calories and the carbohydrates. I’d go for the lower sugar for the
children because they wouldn’t notice. It’s highlighted in the course as well that you are
looking for labels and it’s to go for the lower salt (Interviewee 24, Community Tutor in
Adult Literacy, Children aged 11,8 and 7 years).

Three respondents mentioned that additives, E numbers and sugar content were specific
ingredients that they looked for when reading labels on food products as they believed
that these ingredients had adverse effects on their children’s behaviour. As referred to in
Chapter Two, this theory has been the subject of much discussion and research and is
validated by many studies including Stevens et al. (2014). Interviewee 5 stated that
certain additives had a negative reaction on her son’s health and that she ‘always’ reads
nutrition labels on food products to ensure that they do not contain these additives. This
is highlighted on the following quotation:
I always look at labels to the point that someone might think I’m a .secret shopper. I look at
salt in particular, flavouring enhancers, I’d look at additives, if two products were the
same: I would always look at the back to see what was different. I would think because we
take too much salt in particular in foods and I think most of us don’t realise how much salt
is hidden in food. And in particular, when you eat some foods and you ’re wondering
afterwards why you’re so thirsty and I think salt is added to change the flavour of the food
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and it shoiddn 't have to and that does worry' me. I like some of the products that tell you
right at the front that this is part of your five-a-day, low salt, or no additives (Interviewee 5,
Full Time Mother, Children aged 8 and 5 years).

The size of the print on nutrition labels was cited as a problem by some interviewees as
they had difficulty reading the labels. The three interviewees quoted below mentioned
the size of the print and could not read the information on nutrition labels in
supermarkets if they were not wearing reading glasses. When asked if they read
nutrition labels on food products the following quotations are representative of their
answers:
I do sometimes, if I have my glasses. (Interviewee 10, Office Worker, Children aged 22, 19
and 16 years)
I wouldn't personally because / can't see it in small print. It's too small. (Interviewee 3, Full
Time Mother, Children aged 19 and 13 years)
If it was a product I wasn't familiar with. I could read it in the supermarket if I hadn't
bought it before. Otherw ise I'd end up, as I'm eating. I'd he looking at the nutrition on the
box hut it makes me really annoyed when I can't read it or it's too small. Something else
that drives me daft is trying to compare, let's say like with like, so if it's 100 grams of this
product and they're telling you and 30 grams of this product, you've X amount. I'm doing
the maths in my head (Interviewee 15, Teacher in the Prison Services, Children aged 12, 11
and 8 years).

In summary, all interviewees who claim to read nutrition labels stated a combination of
ingredients or nutrients that they specifically check when buying packaged food
products. Three of the interviewees stated that they or a member of their family was a
coeliac and therefore they looked for gluten and wheat in all packaged food products
and this was their main reason for reading ingredients on food labels. The other reasons
cited by interviewees for reading labels on food products were to ascertain the quantity
of certain ingredients and nutrients. All interviewees looked for information on more
than one nutrient/ingredient on food labels. Sugar was the most frequently mentioned
ingredient with sixteen interviewees stating that they check for the amount of sugar in
food products. Ten interviewees stated that they look for the fat content on nutrition
labels. Seven respondents mentioned that they would check the number of calories in a
food product. Salt and additives/preservatives were also mentioned by seven of the
respondents as ingredients they would check on food labels.
Furthermore, all interviewees were asked if they were aware of traffic-light labels and
Guideline Daily Amounts on food products. Thirty two per cent of respondents said
they were aware of traffic-light labels and forty four per cent said they were aware of
Guideline Daily Amount on food products. In total seventy six per cent of interviewees
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were aware of one of these two formats but would not necessarily be influenced by
either of these nutrition information formats when buying food products. Many said that
they would not have the time to read them in supermarkets and others stated that there is
so much information on packages that it is difficult to take it all in.

4.2.1 Health and Nutrition Claims on Foods

One of the aims of this research is to determine to what extent consumers read and
evaluate nutrition labels on food products and to identify what, if any, influence health
and nutrition claims on food packaging have on consumer’s food choice. To establish
this, the following question was posed to all interviewees:
•

Do health claims and nutrition claims on food packaging influence you to
purchase those products?

The belief that claims on food products could be misleading was a recurring theme
among the interviewees. The following selection of quotations shows that the
respondents are aware that manufacturers can highlight certain constituents on products
which are as.sociated with health such as ‘high fibre’ whereas other ingredients such as
sugar may be high but this is not highlighted. The following interviewees’ describe
whether or not health and nutrition claims influence their purchase of food products:
/ don't fall for those things really. I am a bit mistrustful of advertising (Interviewee 17,
Teacher in a Secondary (VEC) School, Children aged 15, 13 and 5 years).
I’d probably go for low sugar more than for the normal pasta sauce. I wouldn’t turn it
around to look at the information. No, whatever I saw on the front (Interviewee 19,
Physiotherapist, Children aged 17, 16, 15 and 12 years).
I find a lot of low calorie could be just very high in salt and other ingredients and it’s very
deceptive. People think that they’re eating healthier because they are eating low calorie
and they could actually be making the worst food choice ever because of it. I like some of
the products that tell you right at the front that this is part of your five-a-day, low salt and
no additives. (Interviewee 5, Full Time Mother, Children aged 8 and 5 years).
I would look for high in fibre when it comes to cereals. I’m not a lover of low fat things
because / always feel that low fat affects flavour. 1 would never buy low fat milk. I would
always buy full fat milk (Interviewee 7, Laboratory Technician, Children aged 17 and 14
years).

Two of the interviewees stated that they like to see claims on the front of products rather
than having to turn the product around and look at the information on the back.
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Quotations from the following interviewees illustrate how they would read the
information on a product in more detail if they saw a health or nutrition claim:
/ would have a second look at a product nearly always if I thought it was unrealistic. But it
would grab my attention, which is probably the objective of that advertising. For example
with Cheerios .saying that they are a healthy food when they're fully laden with sugar and
they still call them high fibre. So I'd find that very annoying because I think even with my
knowledge of nutrition, what chance has somebody has who has no chance when they're
being told by a product that it's something that's nutritional and it's obviously not. They're
not going to be able to analyse it and figure out that it's very misleading (Interviewee 15,
Teacher in the Prison Services, Children aged 12, 11 and 8 years).
/ wouldn 7 really pay much heed to something like that. I would buy it because if something
was being promoted as being healthy or whatever I’d definitely go and look at it again, I
wouldn 7 take it as a given (Interviewee 9, Public Servant, Children aged 20 and 18 years).

The following three interviewees state how they are wary of certain products claiming
to be low fat and 0% fat. These interviewees were very aware that a reduction in fat in a
product may lead to an increase in the amount of sugar in that product. The following
quotations are representative of their views;
Well, I would look at the low fat, hut then in actual fact I think a lot of that is very
misleading because if you look at a normal biscuit and a low fat biscuit, there's probably
very little between it (Interviewee 16, Nurse, Children aged 17 and 14 years).
I do buy low cholesterol butter for my husband because he has a cholesterol problem and
even though it is genetic, he is controlling it with tablets. He still takes the lower
cholesterol butter, but the rest of us don't. I'd rather eat less actual butter than use what I
call the fake butter. I would be aware of claims on yoghurt like '0% fat'; sometimes I'd
think, 'Yes, it says 0% fat, hut there might be a massive amount of sugar put in it. And it's
the same with sugar. We don't eat that much sugar. I'm always saying, try and get off the
sugar. But I would never substitute it with a sweetener. I'd rather cut it out than substitute
it with something that has actual additives (Interviewee 18, Medical Administrator,
Children 25, 22 and 14 years).
/ would check for saturated fats for the simple reason that my husband is on blood pressure
tablets and would he watching his cholesterol so I do tend to check for those things on
products. I have bought certain ones with low cholesterol for him; I have tried most of
them. It’s more of a choice of what my husband would use, what he likes and doesn’t like
taste wise but a few of them I have tried them over the years and he said no I don 7 like that
particular product so I stopped buying it (Interviewee 20, Civil Servant, Children aged 15
and 11 years).

The previous two quotations show that products with health claims such as low
cholesterol do influence these interviewees to buy these products for members of their
families who have been diagnosed with elevated cholesterol levels. It is noteworthy that
although both of their husbands are on medication for their cholesterol/blood pressure
problems; the respondents purchase low cholesterol products for them. They both state
however, that they tasted the products and would not consume them because they did
not like the taste of them.
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In summary twelve interviewees (48%) were encouraged to buy products with health
and nutrition claims especially if they are a family member suffered from a particular
condition which was being referred to in the claim on the food product. Thirteen
interviewees (52%) stated that health and nutrition claims on food products would not
encourage them to buy those products.
4.3 Advertising and Marketing of Food to Children

The effect which the advertising and marketing of food products has on consumers is of
interest in this research. All interviewees were asked about the influence which
advertising and marketing of food products had on their children.

The following

question was asked in all interviews:
•

How much influence do you think marketing and advertising of food products
has on children?

The responses from the interviewees were overwhelmingly positive with many stating
that they believed that their children were strongly influenced by the advertising and
marketing of food products. All of the parents interviewed for this study agreed that
their children were influenced by advertising. Twelve respondents believed that the
advertising and marketing of food products had a ‘huge’ impact on their children.
Samples of their views are represented in the following quotations:
Absolutely huge, I could be in the supermarket and one of the kids could ask me to buy
some product they had seen on television and it was supposed to he healthy and nutritious
and would say, 'Mum, we should buy this because it's healthy and nutritious' (Interviewee
15, Teacher in the Prison Services. Children aged 12, 11 and 8 years).
Huge, because I know when mine were growing up there was free toys in the cereals and I
used always have to buy two packets because one packet was never enough. They would
have been fighting over it (Interviewee 2, Sales Assistant, Children aged 20 and 18 years).
A huge amount because they are watching television and the advert gets into their brains
already and next thing, this thing comes on the telly about such a bar or such a cereal and
it’s all going in, it’s been sponged in. I know from personal experience with my son going
into the supermarket and he will say 'oh that’s the one on the telly can we get that?' He will
know, he will recognise it and I know that there’s no way that he’s going to eat the stuff and
I will just say no (Interviewee 3, Full Time Mother, Children aged 19 and 13 years).
/ think it has a huge impact. I think because they watch a fair amount of television. They
don 7 watch loads and they are able to tell you so much more about a product than you are
that you would have picked up, so I think they do pick up. I can think of two instances
where the twins said ‘we need to try something’ because they had seen an advert on
television (Interviewee 8, Full time mother. Children aged 15, 12, and twins aged 4 years).
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During the interview process certain brands were mentioned frequently by parents when
asked about the effects of marketing and advertising food products to children. The
three most frequently mentioned brands were as follows; McDonald’s fast food
restaurant was spontaneously mentioned by twenty one interviewees (84%); Coca Cola
(Coke) by seventeen interviewees (68%) and Coco Pops breakfast cereal by twelve
interviewees (48%). The following quotations are representative of their views:
If you look at McDonalds, you take any of the big names like that and the way they
advertise. The way they look at teaming up with films, movies, advertising on telly, giving
toys away. (Interviewee 4, Retail Manager, Children aged 19 and 13 years).
Anything that just pops up, they want, McDonalds especially. It is more for those cereals
really, they see the cereals and if they are in the shop with you the next time, they’d say
Coco Pops, ‘can we get those?' (Interviewee 21, Member of An Garda Siochana, Children
aged 7 and 4 years).
Well I think they shouldn't associate junk food with children fdms (Interviewee 3, Full
l ime Mother, Children aged 19 and 13 years).

The above selection of comments is from interviewees who all believe that the
advertising and marketing of food products to children has a ‘huge’ influence on
children. The following quotation is an example from one of the six parents who believe
that the advertising and marketing of food products has a ‘big’ influence on their
children. Again breakfast cereals and fast food establishments were mentioned as an
example of advertising and marketing campaigns that this interviewee believed had a
big impact on her children;
Advertising has a big influence on children. The cereals really and things like McDonald's
and Burger King and fa.st food (Interviewee 9, Public Servant, Children aged 20 and 18
years).

Six interviewees described how they believe the influence of advertising changes as the
children grow older stating that the influence was greater when the children were
younger. The following quotations are representative of their views:
/ think a lot, although they (the children) are older now, they don’t watch that much TV
really, or not like in the form of the adverts now but when they were younger definitely yes,
they wanted to try' everything that they saw, whereas now they don't see adverts so much
because they are watching TV in different forms, so I think it’s affecting them less than
when they were younger (Interviewee 1, Full Time Mother, Children aged 14 and 11).
A huge influence, when they were younger, yes, definitely. Kids watch so much TV and
stuff, so it is bound to influence them when they see something that is familiar then in the
shops. They’d see something and say ‘can we get this, ’ because they’d obviously seen it on
TV (Interviewee 6, Photographer and Nurse, Children aged 15, 13 and 8 years).
It’s got a big influence on kids because they see something on TV or whatever and of
course they are going to want to try it out so it is a huge influence. But I think the older they
are getting they are not as influenced by ads. When they were kids they were more
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influenced by ads as regards Coco Pops and all these breakfast cereals and I’d have
bought them under duress (Interviewee 7, Laboratory Technician, Children aged 17 and 14
years).
I think a lot when they’re small, but not as they get older. I think they become aware of
themselves, that it’s advertising (Interviewee 10, Office Worker, Children aged 22, 19 and
16 years).
Huge, absolutely, particularly on the television. If there was a particularly good ad, like
Friibes, the children would ask to put it in the trolley and they might not necessarily eat it.
The younger they are the more affected they are. If my five year old son saw an ad that was
any way cool he’d want the product, but he wouldn ’t eat it. Just want it. I don’t bring him to
the supermarket. My older children have outgrown looking for cool things for the last 4 or
5 years and he is Just growing into it. I think it’s like that up to about 10 years old
(Interviewee 17, Teacher in a Secondary (VEC) School, Children aged 15, 13 and 5 years).

These two respondents described the effect of advertising on their young children:
Massive, absolutely massive. It’s Just crazy (Interviewee 5, Full Time Mother, Children
aged 8 and 5 years).
Well they know McDonalds, when they see the big M, they know it’s McDonalds. They get
excited when they see the ad for pizza, they think all pizzas are Four Star Pizza, but I do
order pizza and I try to get the best deal and most of the time they think it’s Four Star Pizza
then because that is the one that they are familiar watching and it would he the one I would
go to a lot (Interviewee 23, Full time mother. Children aged 12, 9, 8, 7, 5 and 1 year).

In summary all parents (100%) were unanimous in their views that they believe that
advertising and marketing of food products had an influence on children. The
interviewees described forms of marketing and advertising other than television that
have an influence on their children. These included internet games associated with food
products in addition to vans and cars promoting certain products as well as bill-boards
and advertising at bus stops. Twelve parents believed that television advertising had a
‘huge’ impact on their children; six parents believed it had a ‘big’ influence on their
children, four parents said that advertising had ‘a lot’ of influence on their children; one
parent said it had an ‘absolutely massive’ impact; one parent said ‘it would definitely
affect them’ and one parent said her children ‘got excited’ when they saw certain
advertisements especially those advertisements for Four Star Pizza, McDonalds and
breakfast cereals. As can be seen in the interview data presented in this section the
parents interviewed in this study overwhelmingly agreed that the advertising of food
products influenced their children to demand these products.
4.3.1 Introduction of a Tax on Soft Drink.s

When describing how their children were influenced by the advertising and marketing
of food products, soft drinks were specifically mentioned by the following parents
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without being prompted to do so; twenty one respondents (84%) specifically named
Coca Cola (Coke). Examples of this are represented in the following quotations:
It does influence them, like the fabulous ads for Coke and the bottles, ‘buy one for your
family’ and ‘buy one for Laura’; what brilliant marketing (Interviewee 12, Midwife,
Children aged 15, 12 and 7 years).
/ don’t drink fizzy drinks. The very odd time I would buy them. I bought them recently
because they put the names on bottles. I bought Coke with my son’s name on it. Normally I
tend not to buy them. I use it as a treat rather than, I know ‘treat’ is probably not the right
word to use. It was a brilliant marketing ploy (Interviewee 4, Retail Manager, Children
aged 19 and 13 years).
The Coca Cola bottles with names on them had a big impact on my .son because his name is
unusual, so he couldn’t get it and he had been looking (Interviewee 18, Medical
Administrator, Children 25, 22 and 14 years).

Two respondents described their children’s negative reaction to carbonated soft drinks,
while discussing whether or not they buy these products.
/ try not to drink it every day but I do have a can of coke six out of seven days a week. I do
not let the kids have coke; I do not let them have it because I know my kids are those kids
that hit the roof after a glass of coke (Interviewee 22, Unemployed, Children aged 8 and 2
years).
/ actually saw it with my own two eyes what a bottle of 7-Up did to both my lads at one time
in an instant. I realised that, they became hyper with all the sugar (Interviewee 18,
Medical Administrator, Children 25, 22 and 14 years).

All twenty five interviewees unanimously agreed that soft drinks were not healthy food
but all of those interviewed in this study bought soft drinks for various occasions. As
described in Chapter Two, the introduction of a tax on foods high in fat, salt or sugar
including soft drinks is one of the measures being considered by the government in
Ireland to encourage healthier food options and reduce the incidence of overweight and
obesity. An investigation into applying a food tax is one of the recommendations of the
National Taskforce on Obesity (2005). In order to establish the interviewees’ views on
this proposal the following question was put to all parents:
•

Do you think the government should introduce a tax on soft drinks?

The responses from interviewees varied considerably with opposing views voiced by
those interviewed. Fifteen (60%) of the parents interviewed in this study were in favour
of taxing soft drinks; one parent (4%) did not have an opinion either way and said ‘it
wouldn’t bother me as I don’t buy them often’ while nine respondents (36%) were not
in favour and believed it was not a solution. The following quotations represent a
sample of views from the parents in favour of introducing a tax on soft drinks:
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Definitely, I just think they’re just totally rubbish.. But saying that, they do have the diluted
juices for school, but again that has to be monitored closely because they are so high in
sugars as well (Interviewee 5, Full Time Mother, Children aged 8 and 5 years).
Absolutely, on all junk food I think, because it is just too convenient. The soft drinks in our
home would be a treat; it wouldn’t be .something in the fridge (Interviewee 8, Full time
mother, Children aged 15, 12, and twins aged 4 years).
Yes and I think they are way too cheap anyway. The other thing is I think the way they are
packaged now they have the can but there is also this share drink, it’s 750ml or a litre and
they can buy them in supermarkets for €1 on special offer. So they now buy that going to
the cinema whereas before they bought a can. They are buying that and it’s a bigger size
and so they are consuming more (Interviewee 9, Public Servant, Children aged 20 and 18
years).
Absolutely, yes, and on sweets and treats, it would be good, instead of other taxes
(Interviewee 10, Office Worker, Children aged 22, 19 and 16 years).
Tm not sure it would make a huge difference but I would support it yes. If it would help the
next generation, in a time when the recession is hitting everybody, that it might be
something then that a family might say, 'we'll cut this out because it's too expensive. ’ I think
it would have more benefits in a recession time than it would have in non-recession
(Interviewee 18, Medical Administrator, Children 25, 22 and 14 years).

Five interviewees (20%) mentioned dental health, as a reason to introduce a tax on soft
drinks as represented in the following quotations:
I don't think it would be any harm and if they are going to tax things that are damaging
people’s health like cigarettes and alcohol, why not. It might just make people think. I’ve
even seen people pouring fizzy drinks into a child’s bottle. When I worked as a nurse in
London we had kids brought in for total dental extraction and they were from juices, apple
juice and orange juice; just that people wouldn’t he aware of the sugar content
(Interviewee 6, Photographer and Nurse. Children aged 15, 13 and 8 years).
There is an explosion of dental related problems from drinking soft drinks and I'm seeing it
every day. I think the drinks federation is too powerful. (Interviewee 13, Children’s Dentist,
Children aged 11,9 and 6 years).
Absolutely, on all foods that are going to damage a person's health whereby the public
health system has to pay to treat the resulting illnesses. Any type of food that is high in
sugar. I think you can't stop people from having it, hut you can implement .systems that if
these multinational companies are going to make billions out of it, that a lot of that can be
fed back into the healthcare system to treat the illnesses that are going to arise
(Interviewee 15, Teacher in the Prison Services, Children aged 12, 11 and 8 years).

Nine (36%) of the interviewees in this study were not in favour of taxing soft drinks as
evidenced in the following quotations :
No, I think once they are consumed in moderation I don 7 see anything wrong with them.
Personally I'd always have one can of Coke or Pepsi a day, but I would always have only
one (Interviewee 7, Laboratory Technician, Children aged 17 and 14 years).
/ think at this stage, there's so much tax on everything is it really being brought in for the
right purposes or is it just another way of bringing in money? You see, I don't think it
would make any difference because at the end of the day, it might be five cent on a bottle of
Coke. So it probably won't influence people. It would actually be another way of a revenue
collection rather than changing what people buy (Interviewee 16, Nurse, Children aged 17
and 14 years).
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/ wouldn’t support a tax on those drinks; because I drink them now and again. If I was at
the chipper say once a week, the can alone is a euro and that’s dear enough for a can. I’d
only buy one can at a time and never have anything .stocked in the house. The kids don’t get
fizzy drinks. My oldest child, I’m not with his mother now, his front teeth were black and he
was getting fizzy drinks in his bottle and it was just when I moved out I said there’s no fizzy
drinks that’s it (Interviewee 25, Panel-Beater, Children aged 8 and 3 years and 9 weeks).

This question proved controversial as expressed by some of the interviewees’ reactions
in the previous quotations. The mention of tax and government seemed to make some of
the respondents annoyed at the prospect of paying more tax on any commodity. Of the
nine interviewees that would not support the introduction of a tax on soft drinks, four of
those interviewees said that they themselves like to drink soft drinks and therefore
would not support a tax on them.
4.3.2 Regulation of the Advertising and Marketing of Food to Children

The advertising and marketing of food products to children is of interest in this research.
The opinions of the parents interviewed in this study, regarding the regulation of this
advertising and marketing of food products to children was investigated by asking the
following question:
•

How important do you think that the advertising of food and drinks to children is
regulated?

Twenty four (96%) of the parents interviewed in this study agreed that it is important
that the advertising of food and drinks to children is regulated. One of the key issues
raised by the respondents was that they believed that children were impressionable and
needed to be protected from what they were viewing on television. One interviewee
stated that children do not look at nutritional information on products. The concept that
advertisements are designed to appeal to children through the use of characters and the
fun aspect of the commercials was mentioned by some of the following interviewees.
The theme that children believe what they see in commercials and have difficulty
differentiating between reality and fiction also emerged. A selection of the responses is
as follows:
I think it is important because children don’t understand, they don’t know what is good for
them and what’s not, they Just know what is sweet and I don’t think it’s right that they
should be pestering their parents for that (Interviewee 1, Full Time Mother, Children aged
14 and 11).
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It’s very important because children eat what they want to eat. They are not looking at
nutritional information or what’s good for them. They are just looking at Junk food
because everyone knows that Junk food probably tastes nicer and it is usually not good for
you (Interviewee 4, Retail Manager, Children aged 19 and 13 years).
The one thing that annoys me is the fdm 'Despicable Me 2', the thing that McDonald’s do,
that annoys me, because my son adores it. They advertise their food and they have the little
minion characters that are in the fdm actually in McDonald’s seated and eating their food.
They are saying 'oh look the minions are eating McDonald's so come on kids let’s eat the
McDonald’s (Interviewee 3, Full Time Mother, Children aged 19 and 13 years).
Oh it's very' important, but they advertise things, like a lot of those cereal ads, they look like
such fun and that even having a bowl you are going to be nearly in this magical world. All
of that has a major effect on children (Interviewee 14, Nurse, Children aged 16, 14 and 11
years).

Six interviewees were aware from newspapers and radio, that there were plans to
change the regulations in Ireland regarding the advertising of food products to children.
The following three interviewees were aware that the problem of obesity in children and
the regulation of advertising to children were being considered by the Government as
represented in the following quotations:
Is it regulated? In the last year I’d be more aware of that they are addressing the obesity
issue that we have with kids, I would hope that it would follow on that they’d address what
foods were advertised and have some regulation, but I wouldn 7 be aware of regulations at
the moment (Interviewee 6, Photographer and Nurse, Children aged 15, 13 and 8 years).
Obviously the press has made us Just a bit more aware of the eating habits of people and I
think people aren't aware of what they are eating and so I think they are trying to regulate
soft drink advertising. I do think that advertising needs to be more regulated in terms of
educating children to eat better. I Just think parents are doing their children a disservice
not encouraging them to eat properly (Interviewee 8, Full time mother. Children aged 15,
12, and twins aged 4 years).
It has to be regulated especially the drinks I think more so. I would .say cereals when they
are younger, .sweets, like I said fast food and then when they get older these sports drinks,
it’s the whole thing of being seen out with the bottle, I think that has a huge influence on
them. A lot of the stuff that they bring on the pitch when the hoys used to play soccer would
have been bottles which would have sports drinks labels on them which would be used, for
water at half time but there would have been a big thing I think amongst themselves, peer
pressure that you would have your bottle of whatever sports drink (Interviewee 9, Public
Servant, Children aged 20 and 18 years).

The theme of parents being ‘pestered’ by their children began to emerge during the
interviews. The foods that were frequently mentioned when parents spoke of the
regulation of advertising to children were breakfast cereals, soft drinks, sweets and fast
food as evidenced in the following quotations:
I think it is very important that there is regulation of advertising because kids only see TV,
the treats or whatever when they want it, and their mothers are pestered. The Coke ad is a
good example, “I want the Keith bottle or the holiday bottle” (Interviewee 10, Office
Worker, Children aged 22, 19 and 16 years).
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The big one all summer long was the Coke with the name on it. It drove everyone around
the twist, even me. 1 couldn ’t get my son's name for ages and I just saw the bottle and I
bought it for him and it was the one and only time that he got his name on the bottle. / .mid
‘you have your bottle, that’s it, ’ every' time I was in the shop they were looking; is my name
there or isn ’t it there (Interviewee 20, Civil Servant, Children aged 15 and 11 years).
Definitely, they are aiming at the children when they're advertising the .sweets and the
cereals and the drinks, they are definitely aimed at children. They're on the TV at
children's time. They probably feel it would be of no use to play an ad at 10 o'clock at
night to adults because it wouldn't have any bearing on them. I definitely think it should be
regulated (Interviewee 18, Medical Administrator, Children 25, 22 and 14 years).

The following quotation is from a parent who highlights health issues related to
products which are frequently advertised to children:
I think there should be a total ban on advertising unhealthy food. I think if they were
advertising healthy foods, Td have no problem with them any time. It's what is made by the
companies and the revenue of selling these things is costing the country in terms of the
treatment of diabetes, the cancer from all these products then, the tooth decay from the
fizzy drinks. I can't understand how they're not taxing these companies (Interviewee 15,
Teacher in the Prison Services, Children aged 12, 11 and 8 years).

The following quotation is from a respondent who believes that parents must take
responsibility for their children’s consumption patterns of unhealthy food products:
Well I think it’s down to the parent really. I know when my children are out theimelves you
have no control as such over what they buy but I expect my two anyway that they know that
fizzy drinks, they might not have one every day, but they know that if they have one and if
they are out, they are not going to buy another one (Interviewee 7, Laboratory Technician,
Children aged 17 and 14 years).

This interviewee was in the minority being the only parent interviewed in this study
who believed that the onus was solely on the parent. She did admit that she believed that
her children were less influenced by advertising now that they were older but said that
she bought products such as chocolate breakfast cereals ‘under duress’ when they were
younger. She also described how her daughter had recently asked her to buy ‘pop tarts’
as she had seen them advertised while on holiday so she agreed that advertising of food
products did still affect her children.
All of the parents interviewed in this study were able to describe examples of food
product requested by their children having seen them advertised. The majority (96%)
believed that there is a need for the Government to legislate on the advertising and
marketing of food products to children.
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4.4 Food Choice

The question outlined in Chapter One in relation to investigating why consumers made
particular food choices was explored by asking the following question in all interviews:
•

Can you explain what influences your choice of food products in supermarkets,
why do you buy what you buy?

Phrased as an open ended question this gave interviewees the chance to consider and
explain why they purchase certain food products. The responses from interviewees are
represented in the following quotations:
Habit, packaging jumping, out at you, positioning as well, where things are (Interviewee 1,
Full Time Mother, Children aged 14 and 11).
It would be habit and shopping in the same shop all the time. It’s Just easy to pick up what
you are used to (Interviewee 12, Midwife, Children aged 15, 12 and 7 years).
From going shopping with my own mother, things that she would have bought for us and
I’m carrying it on for my own kids. As a man I found it hard for a while to pick because I
wasn’t doing the shopping. I actually do all the shopping now (Interviewee 22,
Unemployed, Children aged 8 and 2 years).

Habit and family traditions were the reasons given by some of the interviewees as
highlighted in the preceding quotations. Health was another influence on food choice
frequently mentioned by interviewees as expressed in the following examples:
I’d be most influenced by what is healthy and I usually then go and look at things that are
on offer, but I’d look for healthy food first (Interviewee 21, Member of An Garda Slochana,
Children aged 7 and 4 years).
What do I buy what I buy? First of all I would look at proper food as in not being processed
food. I would automatically probably stay clear of something like that. I would look
primarily for fresh so fresh, non-processed food. I would look at what is in season, healthy
and also what’s convenient to cook without being processed (Interviewee 9, Public Servant,
Children aged 20 and 18 years).
I buy what I buy based on what I think is healthy, more than actually what’s on display.
What I think is healthy, as healthy as I know. I would buy special offers if I thought they
were hecdthy because I’m health conscious but at the .same time, sometimes I mightn’t be as
in the know as to whether these products are healthy (Interviewee 10, Office Worker,
Children aged 22, 19 and 16 years).

The above quotations show a preference for healthy products, yet interviewee 10
expressed some doubt as to whether she was correct in estimating how healthy
particular products were. This self-doubt regarding nutritional knowledge was raised by
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some of the respondents during the interviews especially those who were attempting to
eat healthily. Special offers, time, personal taste and children’s preferences were also
mentioned as reasons for making food choices as evidenced in the following quotations:
Well I buy them because the kids will eat them. I buy them if they 're Irish a lot of the time.
I buy them if they're on special offer (Interviewee 2, Sales Assistant, Children aged 20 and
18 years).
Whether its local produce, Irish produce and price (Interviewee 20, Civil Servant, Children
aged 15 and 11 years).
Health first of all, I think, quality foods, not too processed. Price would have an influence
on it. Organic would have an influence (Interviewee 15, Teacher in the Prison Services,
Children aged 12, 11 and 8 years).
If there's .something on offer, if it's healthy and it's what's needed at that given time
(Interviewee 16, Nurse, Children aged 17 and 14 years).
It depends on what I am going to have for meals, and then I will buy whatever I need for
that. If I am running late, and for speed I might go in and I end up buying stuff that I
normally wouldn’t buy. If I go down the biscuit aisle and there is a ‘buy one get one free
offer’. I’d buy them, whereas normally if there was no promotion I wouldn’t buy them
(Interviewee 14, Nurse, Children aged 16, 14 and 11 years).

The cost of food was a major factor in determining food choice among those
interviewed in this study. When asked about why the interviewees buy the products they
do, many said that price was a major deciding factor as highlighted in the following
quotes from interviews:
Price would be a huge thing and I try to go for healthy things (Interviewee
Mother, Children aged 5 and 3 years).

Full time

Price would have a bit to bear on it as well and offers, 'two for the price of one’ or
whatever it is (Interviewee 12, Midwife, Children aged 15, 12 and 7 years).
Price is number one at the moment, health number two and quality number three
(Interviewee 17, Teacher in a Secondary (VEC) School, Children aged 15, 13 and 5 years).
Price, basic price and value for money (Interviewee 23, Full time mother. Children aged
12, 9, 8, 7, 5 and 1 year).
If I’m on my own its price, if I’m with my children it’s what they want (Interviewee 24,
Community Tutor in Adult Literacy, Children aged 11,8 and 7 years).
A lot of times it’s down to the price (Interviewee 25, Panel-Beater, Children aged 8 and 3
years and 9 weeks).
Quality and value (Interviewee 4, Retail Manager, Children aged 19 and 13 years).
Price would be something that I would look at. I wouldn’t often go for the cheapest but I
would be influenced by prices. I would look at cereals, I would look at the content of the
carbohydrates and the sugar and that would influence me on things that I would buy. Not
that that would always make complete sense to me but I would have a vague idea. And
brand would also have an influence. It wouldn’t always be the cheapest thing I would go
for but price would still have an influence on what I buy (Interviewee 8, Full Time Mother,
Children aged 15, 12, and twins aged 4 years)
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The cost of food was the major influencing factor in deciding the choice of food for the
majority of respondents in this study. While for some it may not have been the only
factor influencing their purchase of food, it was definitely a very important factor for
more than three quarters of respondents. Nineteen (seventy six per cent) of respondents
in this study said that price was an influencing factor in the food products that they
purchase. These findings concur with Higgins (2009) described in Chapter Two.

All interviewees were asked if they considered the country of origin of food products
they purchased and if this affected their choice of food products. Nineteen (76%) said
that they would buy Irish products if possible. The products the respondents listed as
ones that they look for Irish products were meat, chicken, fish, milk, carrots and
tomatoes. One interviewee mentioned the BSE (Bovine Serum Encephalopathy) crisis
as a reason for sourcing Irish meat and another interviewee said that the recent horse
meat controversy made him more aware of the origin of meat.

4.4.1 Children’s and Partners influences on Food Choice in Supermarkets

All interviewees were asked if their children accompanied them to the supermarket.
None of the respondents would choose to bring their children into a supermarket if they
could avoid it. All of the interviewees described shopping with their children and some
spoke of their partners shopping habits. In this study the interviewee was the primary
purchaser of food in the household. The findings of this study reveal that all parents had
to reach a compromise with their children over breakfast cereals. Many parents said that
they would allow chocolate cereals to be consumed at weekends or during school
holidays. All interviewees were very knowledgeable that cereals aimed at children were
high in sugar and should be limited in their consumption. Breakfast cereals which are
high in sugar did seem to be a food product that many bought under duress and tried to
avoid if the children were shopping with them. This highlights another issue of
children’s influences on the consumption of food within a family. Sparrman (2009, p.
309) states that ‘either children influence their parents (the competent child consumer)
or they lack the power to do so (the shielded (naive) child consumer).’Many of the
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respondents spoke in a negative manner about their shopping experiences with their
children in supermarkets as evidenced in the following quotations:
If they’re with me, it's even hard to find the cereal I'm looking for because there are so
many kids ones there, and they’re even putting marshmallows in them. The children look
for the packets that look fun, they grab their attention, a lot of them have all coloured
cereals in them, they have chocolate flavourings and there are characters on the front. If it
was just up to me, it would he porridge and Weetahix, but if the kids are with me, it’s a
total nightmare and I’m duped into buying chocolate balls or ones filled with chocolate
(Interviewee 5, Full Time Mother, Children 8 and 5 years).
No I don’t bring the children shopping, I do in the summer because I’ve got no choice. I’d
only take maximum two, because they will be screaming for certain things like sweets.
(Interviewee 23, Full time mother. Children aged 12, 9, 8, 7, 5 and 1 year).
I never bring them shopping because everything that goes into the trolley is going to come
straight back out (Interviewee 19, Physiotherapist, Children aged 17, 16, 15 and 12 years).

The following interviewees described how their partners are more inclined to buy less
healthy food when shopping in a supermarket. They also explain how the children were
able to take advantage of this as evidenced in the following quotations:
My husband went shopping with the children today and he came home with a jar of
Nutella; one of the children had convinced him. My son was supposed to he making
pancakes at home and he was with him. But my husband said, 7 have to be indulgent
sometimes' (Interviewee 15, Teacher in the Prison Services, Children aged 12, 11 and 8
years).
The kids have put it .so well. I’m the boring shopper, and Dad is the junk shopper whereas I
buy the sensible stuff (Inierviewec 20, Civil Servant, Children aged 15 and 11 years).
I brought my husband and the two kids .shopping recently. The bill came to €150 and it
might normally come to about €110 and that was hecau.se he and the children were just
throwing things in and there were biscuits and crisps and things that I wouldn 7 normally
buy (Interviewee 21, Member of An Garda Siochana, Children aged 7 and 4 years).
When they do come, you end up buying probably more and in actual fact, when my husband
goes shopping, he will buy way more junk than I will buy, .so that would be one of the
reasons he will go shopping because I wouldn't buy it. There'll he more biscuits bought,
things like that (Interviewee 16, Nurse, Children aged 17 and 14 years).
I stopped buying soft drinks and the boys don 7 ask for them. But my husband was shopping
on Thursday, and he came home with three litres of soft drinks because they were only a
euro each. Now they’re still there, unopened, but none of ours will probably drink it
(Interviewee 2, Sales Assistant, Children aged 20 and 18 years).
If my husband does shop it would be different; there would be biscuits because he likes
them, not necessarily for the kids (Interviewee 19, Physiotherapist, Children aged 17, 16, 15
and 12 years).

All of the parents interviewed in this study stated that they would choose not to have
their children accompany them to a supermarket. The key issue raised by interviewees
on this subject was avoiding conflict with their children in supermarkets over unhealthy
food products. The interviewees quoted above were all very aware that their
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husbands/partners were likely to buy biscuits, crisps, soft drinks and what some of them
describe as ‘junk’ and ‘rubbish’ when shopping. While only three men were interviewed
in this study as the main purchaser of food in the household, none of them commented
on their female partners shopping habits. Yet, the females interviewed were very aware
of their male partners’ tendencies to buy less healthy foods and it must be noted that
many of the women commented on their children taking advantage of this fact. One
interviewee said that her children would text her husband to buy them sweets on the
way home from work as they had given up asking her as she would say no.
4.5 Barriers to Healthy Eating

The following question was put to all interviewees;
•

What are the barriers to healthy eating?

Education, advertising, time, the availability of processed food, cost, convenience and
cooking skills were mentioned by interviewees as reasons why they believe that eating
healthily is difficult both for themselves and for others. Ten interviewees (40%) said
that they believed that cost was a factor that made healthy eating difficult but other
interviewees thought that by taking advantage of special offers on vegetables and meat,
it was possible to eat healthily but inexpensively. Five respondents (20%) believed that
healthy eating could cost less than buying convenience products but they acknowledged
that this did take time to prepare. Nine interviewees (36%) said that lack of education or
lack of skills was a barrier to healthy eating. Nine interviewees (36%) listed time as a
barrier to healthy eating whereas others argued that taking the time to prepare meals
ahead did not take as long as might be perceived. Eight interviewees (32%) said that the
availability of processed food made healthy eating difficult. A selection of the
interviewees’ responses is as follows:
It’s time, education, lack of interest; it’s a combination of things. I think education is very’
important but still at the same time, if .someone is ju.st not interested, they’re not interested.
/ think that at primary school level, they need to start making children involved in actually
making food (Interviewee 5, Full Time Mother, Children aged 8 and 5 years).
Cost is a factor because when people are faced with cheap food, then it's hard not to buy it
(Interviewee 18, Medical Administrator, Children 25, 22 and 14 years).
Advertising, if you don’t have the skills yourself to make .something and you weren ’t
educated enough into healthy eating. And then price, if you ’re on a low wage and you want
to feed your family and you don’t have those skills: if your parents didn 7 pass on those
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skills, and you want to put food on the table maybe you just go for whatever is cheap and
you ’re bombarded with advertising and that maybe you Just go and buy it. / think with the
Celtic Tiger, people had a lot of money and they were Just buying processed foods because
they didn’t have the time. So there’s a whole lost generation there that have lost the .skills.
(Interviewee 2, Sales Assistant, Children aged 20 and 18 years; mother to children aged 20
and 18 years).
Money, it’s always about the money and certain days now when I have to go back out in the
afternoon and I wouldn ’t have time to make anything because / would have been out all
morning and they would he snacking. (Interviewee 23, Full Time Mother, Children aged
12, 9, 8, 7, 5 and 1 year)
It’s not an ideal world and sometimes you have no choice. Healthy food and cooking from
scratch is time consuming. Even, I know Jamie Oliver did a great show, a great book; 30
minute meals, but it’s not as .simple as he makes it look. It takes 30 minutes if you have
great know how but if you are Just a regular home cook it’s not 30 minutes really
(Interviewee 17, Teacher in a Secondary (VEC) School, Children aged 15, 13 and 5 years).

Fifteen interviewees stated that they enjoyed cooking but acknowledged that they may
not always have the time necessary but that forward planning ensures that they have
healthy food available. The following quotations are representative of their views:
/ love being in the kitchen and I love seeing what can be achieved using good quality
ingredients. I think quality is .something; you don 7 have to pay a lot for it if you know what
you are using (Interviewee 4, Retail Manager, Children aged 19 and 13 years).
Convenience, time, everybody is rushing. The cost of healthy eating versus processed foods,
that all comes hack down to your cooking from scratch as well, because you could make a
beef stew for less money than you could buy frozen burgers, the buns and the chips. Time is
a factor for some people, but I think it is more preparation as well. I mean you could make
the time the night before, to prepare something (Interviewee 21, Member of An Garda
Siochana, children aged 7 and 4 years).

It is noteworthy that some of the interviewees in this study described how they believe
that eating a healthy diet is not as difficult as sometimes perceived; this is represented in
the following quotations:
I think it's not as hard as people think. I would say it's worth making the effort. I think
people spend a lot of money on things that really aren't important and they have more
money than they think. I don't think you'd bankrupt yourself eating healthily. (Interviewee
13, Children’s Dentist, Children aged 11,9 and 6 years).
I don’t think people realise that all that fast food is expensive, whereas if you go away and
buy the bits and pieces and have them. I sound like I’m fantastic, but I’m not. I mean a lot
of the time I am busy and racing and try ing to get to work and do everything. Sometimes
it’s Just easy to go away and get a takeaway or whatever and the kids are fed and that is the
reality (Interviewee 12, Midwife, Children aged 15, 12 and 7 years).

Three parents commented on grandparents buying sweets and other convenience food
and soft drinks for their children and this was a source of concern for the parents. The
following quotations are representative of their views:
It depends on other people as well and where they are. My youngest daughter goes to my
father in laws house after school and he will always have fizzy drinks in the cupboard. We
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have had arguments about this; he says they are his grandchildren, so he will have biscuits,
crisps, Kit-Kats, all sorts of chocolate and variety packs of sweets. They can have free reign
on that (Interviewee 14, Nurse, Children aged 16, 14 and 11 years).
/ wouldn ’t buy fizzy drinks, but my dad buys them for the kids and / tell him, ‘no.' I’d have
squashes, I know they are high in sugar but for me they are value for money because they
go through the Coke very quickly (Interviewee 23 Full Time Mother, Children aged 12, 9,
8, 7, 5 and 1 year).

There was no one perceived barrier to healthy eating as described by parents in this
study, rather a combination of factors was thought by the interviewees to make healthy
eating difficult. It is noteworthy that all interviewees listed a number of factors that they
believed were barriers to healthy eating. The cost and availability of processed food
combined with lack of time and education were all seen as the major contributing
factors that made healthy eating difficult. Four of the five interviewees who believed
that healthy eating could cost less than buying convenience products, stated that time
was a major factor when choosing to purchase healthy food products.
4.5.1 Dietary Habits in C'hildhood

As described in Chapter Two dietary habits formed in childhood have an impact on
dietary habits in the adult years, Mikkila et cil. (2005). The following question was put
to all interviewees to determine if this was a factor in the interviewees’ experience:
•

How big an impact do you think that dietary habits learned in childhood have
on dietary habits in adulthood?

I do think it’s huge because when I think of the way I was brought up, I am trying to do the
same thing. Healthy, fresh food, exercise and balancing them, but treats were never
forbidden. I grew up and you had them in the home, I have often watched children who
have treats forbidden and at parties they just can’t contain themselves. (Interviewee 8, Full
time mother. Children aged 15, 12, and twins aged 4 years).
My family didn 7 have convenience foods. Chips were a treat that you got once a fortnight.
There was no such thing as McDonalds. I think that the eating habits you get when you are
younger and you learn from your parents, they stay with you. / think if you know about it at
the start, when you are young and the more educated people are, I think it does benefit
them (Interviewee 4, Retail Manager, Children aged 19 and 13 years).
If you are coming from a house where you didn 7 eat proper dinners and didn 7 all sit down
together; the chances of you doing that yourself as an adult are fairly slim really
(Interviewee 17, Teacher in a Secondary (VEC) School, Children aged 15, 13 and 5 years).

The following quote from a mother of three, working as a midwife, highlights dietary
the importance of dietary behaviour from birth. She described the problem of maternal
obesity and also spoke of attempting to encourage women to breastfeed. She believed
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that if the grandmothers had not themselves breastfed their children then it was difficult
to encourage new mothers to breastfeed as the advice they were getting from their
mothers contradicted the advice from the midwives. She believed that this could lead to
weight issues with children as they grew. She spoke candidly about the number of
overweight and obese mothers that were presenting in the labour ward and
acknowledged the associated problems as highlighted on the following quotation:
There are a lot offat mothers coming in having babies and they are a liability in the labour
ward and for afterwards as well. Trying to get mothers to breastfeed, it’s impossible. That
message just isn 7 getting through. The debate rages on about when to start solids. It could
be six months but I know you can have hungry' babies where it is very hard not to give
babies solids before the right age, but it does impact in later years with diabetes and real
problems. (Interviewee 12, Midwife, Children aged 15, 12 and 7 years).

The World Health Organisation (2012) recommends that public health guidelines for
healthy eating should be regularly updated and revised to appeal to all people. As
described in Chapter Two, the Food Pyramid was revised and the new version was
launched in June 2012 by the Minister for Health James Reilly. The Food Pyramid is
designed to assist people with making healthy food choices. The HSE (2012a) state that
it is a ‘nutrition guide for optimal health.’
All of the interviewees in this study were asked if they were aware of the Food Pyramid
and if they referred to it for guidance on healthy eating. Four respondents said that they
were not aware of it while the majority of parents said that they were aware of it but
none of them consulted it regularly for information on healthy eating. None of those
interviewed in this study were aware that changes had been made and that the new Food
Pyramid guidelines had been launched in June 2012. One parent said that the five-a-day
message for eating fruit and vegetables was something her family attempted to achieve.
There was criticism for the portion size of foods included in the Food Pyramid
particularly for food groups such as the carbohydrates. Other comments from
interviewees were that the ‘practicalities of it were difficult’ and another stated that ‘it
doesn’t engage me at all, it’s too complicated.’ The interviewees were further probed
about where they get their information on healthy eating from. Twelve interviewees
(48%) stated that it was from newspapers, books and magazines and eight interviewees
(32%) said from viewing television programmes. The remaining interviewees stated a
combination of reasons including friends, family, radio and the internet.
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The influence which sport had on some of the participants’ children’s dietary habits was
a recurring theme noted by the interviewees as represented on the following quotations:
My eldest son is in the ^ym a lot and he is very aware. He reads the labels on food and
would say to me that there's so much fat, or so many calories in this. He goes to the gym
and he swims; he is health conscious and he drinks a lot of water. (Interviewee 2, Sales
Assistant, Children aged 20 and 18 years).
/ think in secondary school, because of my son’s rugby training, it has made him more
aware of what he needs. He is more interested and it is what his peers are eating as well.
So, now he is eating food he would never have eaten before. He is realising that he does
need to eat properly. He wants to be fitter and be able to train, and so he wants to be able
to have the right food. (Interviewee 14, Nurse, Children aged 16, 14 and 11 years).
It's like everything else, when you hear it at home, it's ignored, but when you hear someone
else and you can see how the people who are passing on this information, how successful
they've been already. They've experienced it and are able to advise on how important it is
to have a nutritious diet and eat the correct foods and drink plenty of water. They will
definitely take it much more on board than from their mother or father .saying it
(Interviewee 16, Nurse, Children aged 17 and 14 years).
My eldest .son played rugby in .school and / think he was becoming aware at that stage that,
different foods would be better for you than others. He also went through a gym phase.
They would be talking about extra protein to build up the muscle and all that. He would be
.saying, 'if I eat this, it'll be healthier' (Interviewee 18, Medical Administrator, Children 25,
22 and 14 years).

Thirteen interviewees spoke about their children playing sport and how this had an
impact on their eating habits. It must be noted that the interviewees were not
specifically asked about sport but these interviewees believed that it had an important
influence on their children’s’ eating and lifestyle habits. All thirteen parents stated that
it had a positive impact on their children, encouraging them to eat healthy foods and
drink water.

4.6 Diet Related to Health

All interviewees were asked their opinion on diet in relation to health. The following
question was asked in all interviews:
•

How important do you think that diet is in relation to staying healthy and
avoiding disease?

All of the interviewees agreed that diet has an impact on staying healthy and avoiding
disease. There was one hundred per cent agreement among the twenty five interviewees.
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Some of those interviewed spoke of weight loss and their reasons for needing to lose
weight while others mentioned family histories of health problems such as Type 2
diabetes, obesity and heart problems. Seven interviewees (28%) stated that they had a
family member with Type 2 diabetes. One interviewee described how diet could have an
instant impact on her health as she is a coeliac. Another interviewee spoke of the need
for a balance between a healthy diet and exercise as represented in the following
quotations:
It has a huge impact on it. Exercise is important, but if your diet is wrong, your exercise is
not going to compensate for it, whereas if you have a healthy diet, then the exercise of
course will complement it very nicely (Interviewee 15, Teacher in the Prison Services,
Children aged 12, 11 and 8 years).
Massively important, even for myself as a coeliac I can see the damage you can do from
eating something that is not good. It is very’ obvious to me. (Interviewee 17, Teacher in a
Secondary (VEC) School, Children aged 15, 13 and 5 years).

Type 2 diabetes was mentioned by the following interviewees when asked about diet in
relation to disease:
/ lost six stone, before I was pregnant with my one year old daughter. I went from a size 22
down to a size <S’ or 10. My mom and my sister are diabetic. Not the baby's dad, but my
other kid's dad is diabetic as well and his mom died in the New Year of diabetes related
stuff, so I said, no, I had to get healthy. But since I had the baby my diet has gone all over
the place (Interviewee 23, Full Time Mother, Children aged 12, 9, 8, 7, 5 and 1 year).
My father had Type 2 diabetes and my sons would be very aware of that. Now whether it
influences them or not / don 7 think it does at this age, but they would definitely have seen
the results of diabetes with my father (Interviewee 9, Public Servant, Children aged 20 and
18 years).
/ would be aware of Type 2 diabetes because my husband’s mum had it and she developed
it late in life and she loved cakes and sweet things and fizzy drinks. I would have been
aware; the way I was brought up influenced the way I would have eaten. My mother was a
very plain cook but it was very good food. She cooked for me until I got married and then I
continued to do the same even though we were both working (Interviewee 18, Medical
Administrator, Children 25, 22 and 14 years).
My father’s mother would have developed diabetes. It would have been old age diabetes
but there is always going to be a tendency that you could develop it .w I would keep an eye
on it (Interviewee 20, Civil Servant, Children aged 15 and 11 years).
My mother and father both got diabetes later in life and so they have to watch everything
they eat themselves. This has made me more aware of what I eat (Interviewee 24,
Community Tutor in Adult Literacy, Children aged 11,8 and 7 years).

The following interviewee spoke of her work as a physiotherapist treating patients who
are overweight and obese and how, in her opinion, this overweight and obesity
contributed to their health problems.
I would he very aware of obesity and Type 2 diabetes through my work. VYe treat a huge
amount of overw eight people with back problems and other problems also and it makes me
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think ‘if you lost half your body weight your back might not he so bad. ’ When you look at
some of the teenage girls, they are either very conscious or they are not conscious at all of
what they look like. There doesn ’t .seem to be a happy medium. They don 7 seem to notice, I
don’t know if it bothers them, there are so many overweight. Adults and kids, it’s the whole
of society; there are so many overweight people (Interviewee 19, Physiotherapist, Children
aged 17, 16, 15 and 12 years).

There was a strong awareness of the relationship between diet and disease among those
interviewed in this study. Two of the interviewees had lost weight recently to avoid
developing diabetes as their parents were suffering from Type 2 diabetes. Overall, there
was a strong acknowledgement among interviewees of the link between diet and
disease.
Following on from the topic of diet related to health, all interviewees in this study were
asked how they determine if their children are healthy. Nine of those interviewed said
that they would be aware of their children’s weight. One interviewee said that she
would never weigh her children but would expect them to fit into clothes suitable for
their age. Nine interviewees stated that sickness would be their indicator of whether or
not their children are healthy and seven said that that the absence of tiredness and being
fit was how they monitored their children’s health. No parent stated that BMI was a
measurement that they ever checked for their children. One interviewee said that her
older child joined a gym and he is aware of his BMI as a result of this but she would
never have checked this before. Another interviewee stated that T wouldn’t even
entertain BMI for the children.’ Two parents admitted that their children were
overweight and one parent of a three year old said that he and his partner had ‘cut out
certain foods’ to reduce the child’s weight. The majority of parents stated that they look
for a combination of signs including energy levels and general well-being as signs that
their children are healthy.
The respondents were also asked where they acquired their information on healthy
eating and nutrition from. Twelve parents stated that it was from magazines, books and
newspapers with a further eight listing television as a source of information on healthy
eating and nutrition. The other influences mentioned by parents in addition to the above
sources were, friends and family (six interviewees), radio (four interviewees) and
internet (three interviewees). All interviewees mentioned a combination of sources
rather than any one particular source being responsible for their knowledge of nutrition
and healthy eating.
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4.6.1 The Role of Education in Making Healthy Food Choices

The interviewees were asked about the role played by schools in conveying a positive
message to children about healthy eating. They were further questioned about their
experiences, if any, with healthy eating policies in their children’s schools. All twenty
five of the parents interviewed had experienced healthy eating policies in their
children’s primary schools. The following quotations represent their views on these
policies:
/ think the schools have a huge impact, because of their peers, it’s what they hear and
especially primary school, the teacher is always right, so if the teacher says something it
has to be right. So if it is being promoted by school and then supported at home, it’s going
to have a much better impact (Interviewee 14, Nurse, Children aged 16, 14 and 11 years).
The healthy eating policy regarding school lunches is totally enforced. There is no rubbish
allowed whatsoever, no fizzy drinks, no chocolate; their lunch boxes are monitored and
they have Food Dudes in the .school (Interviewee 5, Full Time Mother, Children 8 and 5
years).
It starts at home really, hut the .schools they should play a role in it, like with the .school
lunch big time. They have a list of what they can and can 7 bring; my daughter has never
taken anything that is not on it (Interviewee 11, Full time Mother, Children aged 5 and 3
years).
The healthy eating policy regarding school lunches is very much enforced in the girls'
school (Interviewee 15, Teacher in the Prison Services, Children aged 12, 11 and 8 years).

The following parents were critical of the rules regarding some of the foods that were
allowed under the healthy eating policy regarding school lunches;
Yes they have a healthy eating policy in the school. Well I do laugh at this really because I
could bake a flap jack at home and that would be seen as a cake or a treat but they’d have
no problem with a chocolate covered cereal bar, like a Rice Krispie brand and I find that is
not really a healthy eating policy as such (Interviewee 21, Member of An Garda Siochana,
Children aged 7 and 4 years).
There is a healthy eating policy in the school but it’s not enforced very well. And what
annoys me is, particularly the junior infants, sweets are given out as a reward on Friday. If
something happens in .school, say an occasion; they're all coming out with their lollipops
Interviewee 13, Children’s Dentist, Children aged 11,9 and 6 years).

Thirteen of the interviewees have children attending post primary schools. None of the
interviewees were aware of the enforcement of a healthy eating policy in their
children’s’ schools. The following quotations are from parents describing the healthy
eating policy in their children’s secondary schools:
It does have a healthy eating policy supposedly but they have a canteen and from what I
would see it has got better but they would still serve fast food type food on a regular basis
and they still have vending machines (Interviewee 9, Public Servant, Children aged 20 and
18 years).
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There is no mention of it in my daughter's school.
a school teacher myself 1 see the kids
that are borderline obese and you see what they have at lunchtime and you just cannot
control it, you really can’t, especially in a second level school. It is very obvious in their
diet, you see kids coming in the gate in the morning drinking coke. Sugary cereal bars I
think are a big problem. They think that’s a breakfast (Interviewee 17, Teacher in a
Secondary (VEC) School, Children aged 15, 13 and 5 years).

Of the thirteen parents with children in post primary schools, twelve parents said that
their children’s schools sold food products in the school shops, canteens and vending
machines. In total eight post primary schools were represented by parents in this study;
one does not sell food but the other seven schools offer food for sale. Two parents said
that the vending machines had been removed from their children’s schools but that the
schools continued to offer unhealthy food products for sale in the school canteens. One
school has a shop, one school has vending machines plus a shop and three schools have
both vending machines and canteen facilities. Four of these post primary schools
therefore, have vending machines and seven offer unhealthy food items for sale. In 2005
the National Taskforce on Obesity recommended the removal of vending machines
from post primary schools.
The Food Dudes Healthy Eating Programme has been introduced in many primary
schools in Ireland. Sixteen parents (64%) of those interviewed had experienced the
Food Dudes programme in one of their children’s schools. Of these sixteen, half (50%)
said that the programme had a lasting impact on their children’s eating habits and the
other 50% said that it had not changed their children’s consumption of fruit and
vegetables.
One year they did the Food Dudes which I found brilliant. It was in third class and it made
a huge difference to my son. Peppers were something he eventually started to eat and he
also started to eat pears because of it (Interviewee 20, Civil Servant, Children aged 15 and
11 years).
It’s had a big impact on my children and the school gave them two cartons, a red one and a
green one to encourage the kids to bring in their own fresh fruit and vegetables every day.
My children still do that (Interviewee 24, Community Tutor in Adult Literacy, Children
aged 11,8 and 7 years).
Food Dudes did have a huge impact on my son. He would prepare and put in his healthy
food for lunch. I think that children respond to incentives. They are easily taught if
somebody would take the time (Interviewee 8, Full time mother. Children aged 15, 12, and
twins aged 4 years).

The following interviewees believed that the Food Dudes programme was of benefit to
younger children but not the older children when introduced into schools:
It’s good for the younger ones, but the older ones are only having a laugh at it. It was good
for the four and five year olds. It didn ’t change their eating habits; that comes from the
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home really (Interviewee 17, Teacher in a Secondary (VEC) School, Children aged 15, 13
and 5 years).
They have just done the Food Dudes, which was good but it was a bit babyish for an 11
year old and / can see what they were trying to do.. At his age they all mocked the gifts and
a lot of the foods they had to try he brought home for his sister to taste, like peppers and
she said they ta.tted disgusting because they were preserved, whatever they were put in to
make them last, made them taste horrible. It wasn 't like the teacher chopping it up which
would have been better, like the fruit is maybe a few days old, like the apple would have
been like that, so it wouldn’t he fresh (Interviewee I, Full Time Mother, Children aged 14
and 11).

The following parents believed that children should be taught basic cooking skills as
well as learning about healthy eating in school:
/ think that home economics should be mandatory from primary school up to Leaving Cert.
Education for parents and children because you start with the children; the parents are
going to he buying unhealthy food for the children without the education, / think it would
help, again depending on the socioeconomic group. There will he a huge difference in
middle class. The lower, / don't know. I don't even know. See, the parents wouldn't
recognise a red pepper from a tomato in a lot of these homes, so you would have to do a lot
more educating of parents there. I think it can be done definitely and I think education
would be one way to go with it. I also think if there was a lot more education where you're
buying the product (Interviewee 15, Teacher in the Prison Services, Children aged 12, 11
and 8 years).
/ think cooking should he a class in school, both in primary and secondary school, / think
education, the cookery classes and the education of what goes into processed foods
(Interviewee 21, Member of An Garda Siochana, Children aged 7 and 4 years).
/ think education is the way; you need to go back into schools with healthy eating
(Interviewee 19, Physiotherapist, Children aged 17, 16, 15 and 12 years).

Four of the interviewees have children who attend DEIS schools. The following
interviewee described the cookery initiative taking place in her children’s DEIS school;
the school organises cookery classes for both the parents and children:
There is a cookery teacher in the school and parents can go along to supenhse, but there
were lessons for parents as well. At the end of term last year fourth class worked with the
cookery teacher over a number of weeks and they planned a meal for their parents, starter,
main course, dessert and the thing was every child in that class had to be involved either
writing the menus, setting up the tables or cooking the food theimelves (Interviewee 24,
Community Tutor in Adult Literacy, Children aged 11,8 and 7 years).

Two Other parents who have children attending a DEIS school explained how their
children attended a summer cookery camp organised through the school and held in the
local community centre. They both were very positive about the role this had in
encouraging their children to eat healthily.
In summary, the majority of parents believed that schools have a major role in teaching
children about healthy eating and healthy lifestyles as well as learning basic cookery
skills. Although many of the parents taught their children about healthy eating, they
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believed that the positive reinforcement in schools was essential to ensure that the
children benefitted fully from what they were being taught. This concurs with Lobstein
and Baur (2005) who state that in order to prevent obesity long term interventions
involving both parents and children in school and at home need to be implemented.

4.6.2 The Role of Interventions by Healthcare Professionals in Making Healthy
Food Choices

Some interviewees spoke about influences that made them change their lifestyle and
eating habits. These varied from doctors mentioning their weight to check-ups through
work or health insurance providers. Interviewee Number 7 has a complete annual health
check provided by her employer. Because of this she knew that her BMI and cholesterol
levels were within the normal range and she was content with her food choices and
lifestyle behaviours. Other respondents explained in detail how certain interventions by
health professionals had encouraged them to change their diets and lifestyle behaviours.
/ had a check done by VHI a few years ago; il f>ave me a bit of a scare. I had to go hack for
high sugar levels. It was Type 2 diabetes they brought me back for, but / was well under the
.scope for it. I mean just touching the grey area and as / .say that frightened me. Mow I
watch what I eat; Td have .salad nearly every’ day. I eat fresh fruit in the morning, I eat
porridge, I drink water, I wouldn 7 drink sugary drinks, and / cut down on caffeine. I cut
down white bread, starchy foods and as I said / don’t eat a lot of processed foods. I do like
a takeaway now and then hut I don’t go overboard on anything (Interviewee 4, Retail
Manager, Children aged 19 and 13 years).
I like dairy products but maybe half fat milk would suit me better. I’ve cut down big time on
the yoghurt, I like the taste of yoghurt but I’ve cut down on that, I try to use as little spread
as I can. I don’t buy the cholesterol reducing spreads. I went to the doctor and I had my
chole.sterol checked; it’s in my family, cardiac problems. I don’t take any linseed or
flaxseed, it's supposed to help reduce cholesterol, and I come and go on it (Interviewee 13,
Children’s Dentist, Children aged 11,9 and 6 years).
When I was working I left the house early without having breakfast. Later in the morning
the first thing I used to have was a couple of sugar doughnuts and a bottle of lucozade
which is the last thing you probably would want to be putting into your body. I got an NCT
there for myselffrom the doctor and she said to me 'Do you eat breakfast?’ Since then I’ve
changed, now I have my breakfast every morning. My partner is a nur.se’.s aide and she has
done courses on healthcare. I hadn’t been to the doctor and my partner .said, ‘You want to
get the NCT done’ so I got everything checked. I was a bit underweight if anything
(Interviewee 22, Unemployed, Children aged 8 and 2 years).

The following two interviewees were confronted about their weight by their General
Practitioners (GP’s) as evidenced in the following quotations:
I got a shock. I was at the doctor with my eye on Wednesday and he checked the normal
chart. I am overweight and some charts put me as obese, it depends how they phrase the
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word, they put me as obese even though I don’t see myself as obese but it’s to do with the
height and your weight. I would be on the red now (Interviewee 23, Full time mother.
Children aged 12, 9, 8, 7, 5 and 1 year).
My mother and father both suffer from diabetes and so they have to watch everything they
ate themselves. My doctor made a comment to me a few years ago, he knew about my
parents having diabetes and I wasn ’t even talking about my weight or anything like that
and he said 'if you don’t do something about your weight, you will be the same way'. I did
lose three stone in weight then (Interviewee 24, Community Tutor in Adult Literacy,
Children aged 11,8 and 7 years).

The intervention and advice by healthcare professionals was seen by the previous
interviewees as something that encouraged them to take positive action regarding their
lifestyles and health.
The interviewees were asked if they were aware of the Safefood website and if they had
heard of two campaigns launched by Safefood as described in Chapter Two. These were
the ‘Stop the Spread’ and ‘Little Steps’ campaigns designed to encourage adults and
children to adopt healthier lifestyles. Eight (32%) of the respondents were aware of the
Safefood website but only four (16%) had actually logged onto the website. Of these
eight respondents, four (16%) had heard of the ‘Stop the Spread’ campaign and one
(4%) had heard of both the ‘Stop the Spread’ and the ‘Little Steps’ campaigns. One of
the parents who logged onto the safefood website said she did so because her young
daughter was asked to do it for homework to look up information on the site. The
importance of accessing and educating the parents through the schools is highlighted
here. It is noteworthy that two of the parents who were aware of the safefood ‘Stop the
Spread’ campaign were teachers.
4.6.3 The Inclusion of Calories on Menus

The introduction of calorie counts on menu items in catering establishments and the
provision

of healthy

food

choices

by

catering restaurants

are

among

the

recommendations of the National Taskforce on Obesity (2005) and are also
recommended by Safefood (2012d). Calorie information is displayed in some cafes and
restaurants in Ireland but is not yet mandatory as described in Chapter Two. Because of
the possibility of this influencing consumer’s choice of food, the following question was
posed to all interviewees:
•

What do you think of calories being included on menus/menu boards in cafes,
restaurants and fast food restaurants?
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This question was included for two reasons. First, to see if consumers were aware of the
inclusion of calories on menus in certain establishments and second, to establish
whether or not, displaying the calories had or would have an influence on the
respondents’ consumption patterns. Eighteen interviewees (72%) stated that they
believed that calories should be displayed on menus. Once the interviewees gave their
initial thoughts on the inclusion of calories on menus, they were further probed to
ascertain whether or not having calories displayed on menus would change what they
ordered from a menu. Nineteen (76%) of those interviewed in this study said that having
calories displayed on menus would influence their choice of food. Six interviewees
(24%) stated that it would not influence their choice of food. They identified various
reasons which included the perception that eating out is a treat and therefore not a time
when they would check calorie content of a meal.
Ten interviewees (40%) were able to give examples of how seeing calories displayed on
menus had already impacted their choice of food product. One respondent said that
when she had eaten in McDonalds recently she had chosen a wrap with a lower number
of calories when it was displayed on the menu board.
Eighteen respondents interviewed in this study have teenage children. Of these eighteen,
eight respondents believed that it would be good for teenagers to see calories displayed
on menus as it would make them understand the calorie content of fast food in
particular. The interviewees were not asked about the impact displaying calories on
menus would have on children and teenagers, but gave their opinions spontaneously as
they believed it would have an impact on teenagers who were eating out with friends
without the supervision of their parents. The following three interviewees believed that
it would be an important way to educate children and teenagers and make them aware of
the calorie content of food items on menus. The key issues raised are represented in the
following quotations:
/ think it’s a good idea. I have noticed it on certain menus. / think it's a good idea for
children, especially as they get older, because teenagers are aware. / think it would be
good especially in the fast-food places, I think it would be brilliant to have it in all of them
(Interviewee 10, Office Worker, Children aged 22, 19 and 16 years).

I think it’s very good because my husband was saying whatever bagel he used to go for,
when he realised the calories in it, he changed his choice to one with 200 plus calories less.
Yes, it would make me think, because .sometimes you don’t even think about the number of

122

calories in something, but I think it would be very good for teenagers especially and make
them conscious (Interviewee 14, Nurse, Children aged 16, 14 and 11 years).
It's something I've seen and I definitely think it would make a difference. I think that for
teenagers or children growing up, if they were made aware of calories and how many they
should have in their day it would be good. But people should be aware because not just for
the fact of the whole weight issue, hut the unhealthiness and the effects on the health of
their hearts, (Interviewee 18, Medical Administrator, Children 25, 22 and 14 years).

Eighteen interviewees agreed that displaying calorie content of food items on menus
was a good idea, however, of these eighteen, four interviewees questioned how easily
this would be understood by all consumers. One interviewee who teaches young adults
from disadvantaged backgrounds believed that many consumers would not even look at
this information let alone change their food choices because of it.
1 think it's good, but 1 haven't really heard of anybody talking about it. I've seen it, I can’t
remember where hut it didn 't really register. It would affect what I was ordering if I was
out a lot but I am not out a lot in restaurants. People are going to have to know how many
calories they are allowed in a day, so how many people know that? (Interviewee 12,
Midwife, Children aged 15, 12 and 7 years).
/ think it's fantastic McDonalds have it because if we go there, I turn over the tray liner and
now everybody in the family is saying, 'That's half your allowance. That's a quarter of your
daily allowance in your chips' and it's fantastic. Calories displayed on menus would make
me think hut I think in the lower .socioeconomic group, they're not going to even look at it.
They won't understand it, so I don't think it'll make a whole lot of difference there. I think
the taxes there would make a difference, the cost of unhealthy food would make a
difference, making it so expensive (Interviewee 15, Teacher in the Prison Services, Children
aged 12, 11 and 8 years).

The following interviewees were very positive about the inclusion of calories on menus
and ten interviewees (40%) were able to give examples of how it had already had an
impact on their or their family’s food choices as represented on the following
quotations:
/ would be on for it, because sometimes you might not always be aware of a fdling that's in
something, but there would be a healthier option to go for and at least people con make
more informed choices. Even now McDonalds are displaying the calories and it has
definitely made me more aware of what I would buy so I think it’s so important
(Interviewee 5, Full Time Mother, Children 8 and 5 years).
I agree with it. Yes, it was on the Operation Transformation programme (Interviewee 20,
Civil Servant, Children aged 15 and 11 years).
In the bagel bar I noticed it and I couldn’t believe how many calories were in certain
bagels, they are high, almost as much as a Big Mac meal. I thought it was healthier. It has
changed what I order in McDonalds. When I was eating healthier, I would have gone for
the salad bowl but I wouldn 't have had the dressing. Now that would have been where all
the calories were, it’s on the Caesar salad dressing. I think that is very good and the
difference in the sizes (Interviewee 23, Full time mother. Children aged 12, 9, 8, 7, 5 and 1
year).
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Other interviewees were aware of the calories on menus but did not allow it to influence
their choice of item from the menu. Interestingly all three of these interviewees were
male and two of them were in the youngest age groups. The following quotations are
representative of their views:
I have seen it in McDonalds, on the back of their tray liner and one day just turned it over
and I started going through it. It wouldn 7 effect what I order because when I do eat it / go
all out on it (Interviewee 25, Panel-Beater, Children aged 8 and 3 years and 9 weeks).
In the Silver Quay, up in the restaurant, they have it, but no it wouldn 7 influence what I
was going to order (Interviewee 22, Unemployed, Children aged 8 and 2 years).
I think it’s probably a good idea for someone who is looking at counting calories and I
know a lot of people do that but, it’s something that doesn 7 bother me because I feel as if I
eat healthily and I don 7 have to look at it (Interviewee 4, Retail Manager, Children aged 19
and 13 years).

These findings concur with the findings undertaken in the United Kingdom in 2009
where the Food Standards Agency (FSA) conducted a series of discussions among focus
groups of consumers to determine their views on the inclusion of calorie content and
other nutrition information when eating out. Their research revealed that consumers
were happy to have the information available to them whether or not they chose to use
it. Some of the consumers claimed to already use the information to make healthier food
choices. The findings also showed that consumers favoured nutrition information at the
point of purchase to assist them in their food choices as opposed to being available on
the restaurant websites. Two parents however, were not in favour of their children being
exposed to seeing calories on menus as highlighted in the following quotes:
They would be aware. The only thing is I don't like harping on too much about it because
they're at a real vulnerable age to be saying much (Interviewee 16, Nur.se, Children aged
17 and 14 years).
/ think that they are too young to be worrying about calories and so on. Fine when you are
an adult but I would hate them to be in a restaurant for a treat and not having the pizza
because it’s more calories than the chicken salad. That’s eating disorder territory if they
are very young (Interviewee 17, Teacher in a Secondary (VEC) School, Children aged 15,
13 and 5 years).

The subject of eating disorders or being cautious of putting too much emphasis on
calories in food was mentioned by a number of respondents as something they were
careful about in front of their children especially teenagers. The following quotation
highlights an example where parents believed that children in the same family had
different dietary needs and this was sometimes a challenge to deal with:
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I try not to make an issue with my teenage daughter about weight or maybe try not to buy
things, not to have things in the house. I try to have healthy things so there isn 't rubbish,
but then my eleven year is so skinny that / have a need to build him up so it’s hard to have
both because if he asks for something I would buy it for him regardless of the calories,
because he needs that whereas 1 would try not if it’s for my daughter (Interviewee 1, Full
Time Mother, Children aged 14 and 11).

The following interviewee gave an interesting summary of many of the disadvantages
which are being cited as reasons for certain restaurants not to include calories on menus.
The differences between fast food outlets and traditional restaurants are highlighted
here.
We had a big discussion about that because we came across it in the Clarion in Dublin and
a friend of ours would be very vocal, he is a food writer and he is very anti this. It certainly
influenced me, / went for the dish with lesser calories and my husbands was much nicer.
The calorie information did influence me, \es, but then there is for and against. There is
the argument against it; my eight year old daughter was with us that time. / don’t want her
to be overly aware at an age where it ju.st highlights calories. The other thing I think it is
pressure on cafes and restaurants, to have to get a nutritionist in to tally what they are
doing. It blocks their creativity. So overall, I don’t think it is a good idea. Fast food
definitely, yes, that is another thing. I think people going to restaurants aren ’t eating out
every day and so if you are going out it’s a treat. Anyone who is aware will go for a healthy
option. Although what I was surprised with was the amount of calories in something I
thought was healthy. It was the .salmon. But I would support it in fa.st food, definitely, yes
(Interviewee 6, Photographer and Nurse, Children aged 15, 13 and 8 years).

The findings regarding calories on menus warrant further research as many restaurants,
cafes and fast food restaurants do not yet display calories on their menus. Five (20%) of
the respondents interviewed in this study did not recall seeing calories displayed on
menus. These interviewees gave their opinion based on how they believed this may
influence them as they had not yet experienced choosing from a menu that displayed
calorie content of food items. The respondents mentioned seeing calories displayed in
coffee shops such as Costa Coffee, Starbucks, Insomnia Cafe, Marks and Spencer cafe;
fast food and chain restaurants such as Me Donald’s, Kentucky Fried Chicken (KFC),
Subway, The Bagel Bar. Restaurants such as Kudos in the Clarion Hotel, El Vino and
The Silver Quay were also mentioned.
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4.7 Summary of Main Findings

The main findings from the twenty five in-depth interviews in this study are as follows:
Nutrition Labels on Food Products:
•

Two interviewees (8%) ‘always’ read nutrition labels on food products.

•

Eighteen interviewees (72%) ‘sometimes’ read nutrition labels on food products.

•

Sixteen interviewees (64%) check the sugar content on food products.

•

None (0%) of the interviewees were able to state the Guideline Daily Amount
for sugar.

•

Twelve interviewees (48%) stated that health and nutrition claims on food
products would encourage them to buy those products.

Advertising and Marketing of Food Products to Children:
•

All interviewees (100%) agreed that their children were influenced by the
advertising of food products.

•

Twenty four interviewees (96%) support regulation of the advertising of food
products to children.

Introduction of a Tax on Soft Drinks:
Fifteen interviewees (60%) were in favour of the introduction of a tax on soft
drinks.

Factors Influencing Food Choice:
•

Nineteen interviewees (76%) said that cost was an influencing factor in their
purchase of food products.

Food Pyramid:
•

None of those interviewed in this study were aware that changes had been made
to the Food Pyramid; and none of the respondents knew that the new Food
Pyramid guidelines had been introduced in June 2012.
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•

None of those interviewed in this study consult the Food Pyramid for
information on healthy eating.

Diet related to Health:
•

All interviewees (100%) agreed that diet has an impact on health

•

None (0%) of the interviewees check their children’s BMI to see if they are
within the target guidelines.

Food Dudes Health Eating Programme:
•

Sixteen interviewees (64%) had children who had experienced the Food Dudes
healthy eating programme in primary schools; half of these respondents said that
it had a lasting impact on their children’s consumption of fruit and vegetables.

The Role of Sport in Children’s Diet:
•

Thirteen interviewees (52%) stated that being involved in sport had encouraged
their children to be more health conscious regarding their diet.

The Introduction of Calories on Menus in Ireland:
•

Eighteen interviewees (72%) stated that they believed that calories should be
displayed on menus.

•

Nineteen (76%) of those interviewed in this study said that having calories
displayed on menus would influence their choice of food.

•

Ten interviewees (40%) stated that the inclusion of calorie content on menus had
already influenced their food choice.

This chapter presented the findings from twenty five in-depth interviews of parents with
school going children. The interview guide which was used as the basis for the
interviews is presented in the Appendix. The findings in this study were presented in
themes which emerged during the transcription of the interviews. These themed
findings will be analysed and interpreted in Chapter Five. The analysis in Chapter Five
is presented thematically under the headings used in the presentation of the findings in
Chapter Four. This analysis is conducted using the information introduced in Chapter
Two.
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Chapter Five: Analysis of Research Findings
5.1 Introduction

In this chapter an analysis of the themes which emerged from the in-depth interviews,
presented in Chapter Four will be undertaken. To ensure a systematic approach, the
findings are presented under the headings utilised previously.
5.2 Nutrition Labels on Food Products
The findings in this study show that consumers do use the nutrition labels on food
products to assist them in the food choices that they make. Phrases such as ‘low fat’,
‘low salt’ and ‘low sugar’ do influence consumers to look at products but may not
necessarily result in the purchase of that particular product. A recurring theme
throughout this study among the adults interviewed was that the majority of them
believed that many of the claims on food products might be misleading and some
expressed that they were wary of these claims. Many of the respondents described how
they believe that some of the claims are ambiguous and they read the list of ingredients
to check out the contents of products rather than just believing claims on product
packaging. Conflicting media messages about what constitutes a healthy diet
encouraged some of the interviewees to return to natural products such as butter instead
of using low fat spreads as they had done in the past. There was also awareness among
consumers of the substitute ingredients used in low fat and 0% fat yogurts and some
described how they now bought full fat as they believed that low fat products contained
more sugar and other unnecessary ingredients.
The research findings in this study reveal that consumers use the nutrition information
on food products. As discussed in Chapter Two the FSAI (2012) states that the most
important rule of labelling is that ‘the consumer must not be misled.’ This study reveals
that a number of respondents identified issues with nutrition information on labels
stating that claims on food products such as ‘low fat’ could be ‘misleading’,
‘unrealistic’ and ‘deceptive’. In this study two respondents (8%) stated that they
‘always’ read nutrition labels on food products and eighteen respondents (72%) claimed
to read the nutritional information on some of the products they purchase. Of these
eighteen respondents, nine stated that they would usually only read information on
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products that they buy infrequently or on new products that they have not previously
purchased. This finding agrees with Moreno et al. (2011), Hawkes (2004) and
Storcksdieck and Wills (2012) who state that consumers use information on nutrition
labels to make food choices. This finding implies that many consumers are wary of
buying new packaged food products without checking the nutrition labels. This finding
is supported by Salnikova et al. (2014), the FSAI (2009) and the Citizens Information
Board (2013) who argue that a nutrition label on a food product is often the only means
a consumer has to obtain information about what is actually contained in a product.
Sugar, fat, saturated fat, additives, E numbers, wheat, gluten, allergens, calories,
preservatives, number of ingredients and salt were given as reasons why people read the
information on packaged foods. These reasons for reading food labels concur with the
FSAI (2009) report. The majority of respondents thought that there was enough
information on labels but some said that the information could be ‘confusing’,
‘misleading’, ‘not entirely clear’ and ‘glossed up’. Others used expressions such as
‘trickery’, ‘I don’t believe claims’ ‘small writing’ ‘too much information’ ‘doesn’t make
sense’ and ‘I don’t understand’ when describing how they perceived the information on
nutrition labels. While these respondents were reading the information on nutrition
labels it is evident that they were not altogether satisfied with this information and at
times did not believe the information on product packaging. This level of scepticism
about food labels among those interviewed is an interesting observation as the
interviewees articulated that they believed that there were concerted efforts made by
manufacturers to deceive them. This concurs with Blythman (2012) who states that
nutrition labels can be confusing for consumers and she encourages them to look at the
list of ingredients.
It must be noted that although the FSAI (2012) state that it is essential that consumers
are not ‘misled’ by labels; and DeVille-Almond and Halliwell (2014) state that claims
on food products are regulated to ensure that they are correct; the findings in this study
reveal that consumers believe that they are being misled and that they find information
on food labels to be confusing. A number of respondents said that they had stopped
buying products labelled as ‘low fat’ as they had been informed that these products
could contain more sugar and other ingredients as a result of decreasing the fat content.
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One respondent said that if she saw a new product, particularly bread that she had not
tried before, she would look at the list of ingredients and if there were more than four or
five ingredients listed then she would not buy that product. Two interviewees mentioned
that bread is a product they choose carefully. One respondent said that she would check
the ingredients on bread and would only buy bread with ‘pure ingredients rather than
additives’. Even with white bread she felt that it was important to buy a product where
she recognised all the ingredients listed and did not buy bread if there were
preservatives listed in the ingredients. Another respondent stated that when buying a
product like ready-made soup she would check the ingredients and if there was
ingredients she did not recognise then she would not purchase the product.
Sixteen interviewees (64%) stated that sugar was a major ingredient that they would
look for in the Guideline Daily Amount, yet none of the respondents was able to state
the exact figure for sugar. This is particularly relevant as described in Chapter Two, the
WHO (2014) are at present considering the downward adjustment of the Guideline
Daily Amount for sugar due to the links between excess sugar intake and diet-related
illness. This finding highlights the need for consumers to be made aware of the
recommended daily limits and guidelines for certain nutrients and questions how
consumers can make informed food choices about processed foods if they are not aware
of these daily guidelines.
A number of those interviewed said that sometimes the Guideline Daily Amount did not
make sense as it was difficult to work out the exact size of the portion of food being
referred to. Another respondent who works with disadvantaged young adults believed
that the system had to be easy to understand and should not involve calculations if it
was to be effective across all of society. This concurs with Grunert and Wills (2007)
and Nprgaard and Brunsp (2009) findings described in Chapter Two noting that some
individuals would have problems with percentages and calculations on nutrition
labelling.
The majority of interviewees believed that schools could have a big influence on
encouraging children to develop healthy lifestyles but the aforementioned interviewee,
who teaches young adults from disadvantaged backgrounds, said that the parents needed
to be educated at the same time to ensure success. She said that in her experience, she
believed that a traffic light system on packaged foods may be the easiest system to be
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understood by all sectors in society. These findings regarding the need to educate
parents as well as children concurs with the findings of Nprgaard and Brunsp (2009)
discussed in Chapter 2 where it was stated that sometimes parents doubted their own
knowledge of nutritional information and their ability to teach their children about
healthy foods.
A number of respondents stated that they would not have time to read labels on products
while doing their grocery shopping but they or their partners and children might read
the labels when the products were in their homes. Some parents actively encouraged
their children to read the labels on packaged food products while others felt that it was
not a good idea to draw their children’s attention to the information. As described in
Chapter 2, Tabacchi et al. (2007) state that the environment in the home is crucial and
the single most important factor in determining a child’s attitude toward food and
dietary habits in later life. Parents spoke about the importance of eating together as a
family and even those with very busy schedules spoke of the effort they would make to
eat together at certain times especially if this was not possible on a daily basis. One
father described how his young children no longer ate in front of the television. He
described how his partner had completed some training courses in work about
healthcare and sitting at the table and eating together as a family was one of the changes
they had made.
5.3 Advertising and Marketing of Food to Children

This study reveals that the opinion of parents interviewed in this study was
overwhelmingly in agreement that the advertising of food and drink products to children
has a huge impact on their food choices. One hundred per cent of interviewees agreed
that their children were influenced by the advertising and marketing claims of food
products. The respondents spoke about how their children were able to recant verbatim
statements from advertisements regarding products when they saw them in
supermarkets. This finding concurs with Cairns et al. (2009) described in Chapter Two
who states that children can very accurately recall the information stated in
advertisements.
The respondents identified certain products as those that their children had asked for
having seen them advertised. McDonalds, soft drinks, predominantly Coca Cola and
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breakfast cereals, in particular Coco Pops were mentioned by parents as the products
that their children were most likely to want having seen advertisements. This finding
concurs with the World Health Organisation (2011) who acknowledges that many of the
products advertised specifically towards children are foods that have a high
concentration of fat, salt and sugar. This finding also concurs with Kamik and Kanekar
(2012), Tatlow-Golden et al. (2014) and Scully et al. (2014) described in Chapter Two,
who state that food advertisements targeting children are predominantly for unhealthy
food such as those products high in fat, salt or sugar. This further concurs with the
findings in this study where parents said the most requested foods by their children were
fast food, soft drinks and breakfast cereals. The advertising of unhealthy food products
urges children to make unhealthy food choices and encourages them to request these
foods. Furthermore as stated in Chapter Two, the effects of this advertising was
apparent in very young children.
The respondents identified issues with different forms of advertising and revealed that
their children were affected by many diverse methods of advertising and marketing
other than the television advertisements. These included on-line internet games
associated with food products vans and cars promoting certain products as well as
advertising on bill-boards and at bus-stop shelters. This finding concurs with Persson et
al. (2012) as discussed in Chapter Two, who states that advertising to children is
achieved in varying formats. As described in Chapter Two, this tactic of product
placement by food companies is another area which the World Health Organisation
believes must be targeted in the regulation of advertising and marketing of food
products to children.
This study reveals that parents were dissatisfied with the influence which fast food
companies had on their children.

They particularly referenced the partnering of

McDonalds with movies and the toys which were included with the children’s meals.
They spoke of the advertising during the movies as well as the advertising in
McDonalds for the next toy that was due to be released. One respondent said that when
she worked as an au pair in France she thought that she would never allow her children
to eat in McDonalds and now she cannot believe that she takes her children there to eat.
She did state that the toy was the major influencing factor as to why her children wanted
to go there. These findings concur with Kelly et al. (2008) who found that the
advertising of toys together with food, especially those toy characters associated with
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fast food restaurants, created opportunities for children to pester their parents to
purchase these products. One interviewee described how the children in her daughter’s
school attached the McDonalds toys to their school bags and this prompted her daughter
to want to get all of the different toys in the collection. She also described how not
knowing which particular one of the toys was going to be with the child’s meal when
they bought it had an impact as her daughter wanted the complete set but this was not
something that could be easily achieved and involved multiple purchases of children’s
meals over a period of time. Parents also voiced their concerns over the next collection
of toys being advertised on the boxes containing the children’s meals as they believed
that this was targeted at the children and made the children fully aware of the next
collection of toys.
Another respondent described how she reads the tray liner in McDonalds with her
children and gets them to compare the nutrition information for the different sized food
and drinks. She believes that eating fast food is acceptable as long as it is only an
occasional occurrence. However it proved difficult to define what exactly was
considered to be moderation among respondents. A number of interviewees stated that
they were in total disagreement with this view and believed that fast food was
something that should be completely avoided. Others differentiated between ‘real chips’
in take away restaurants and what one respondent described as French fries in fast food
establishments.
Another interviewee said she believed that fast food and in particular McDonalds was
very expensive and did not satisfy her children’s’ hunger so she only took them there
occasionally and as a rule only brought one or two of her children with her each time as
a way of spending time with them. She also described how the toy was a huge
influencing factor in her children wanting to eat there. It is noteworthy that this
interviewee also described how her children first started drinking Actimel yogurt drinks
in McDonalds as they were given as part of the children’s meal. She said that they
continued to drink Actimel if she buys them but that she only buys them when they are
on special offer. However she said that if they are in the house that some of the older
children could drink ‘four or five’ of them without asking her. She said that she had
never read the nutrition information on them as she believes it is on the main packaging
and she takes this off to fit them in her fridge. This theme of offering healthy products
to balance the otherwise unhealthy meals in fast food restaurants and the positive
133

associations made by children with these products is an area for future research.
Previous research discussed in Chapter Two by Robinson et al. (2007), emphasises the
positive associations children make with fast food. The idea of this product placement
and brand association for children was identified by parents and they further articulated
that their children were brand aware at a young age. As stated in Chapter Four, the three
main products mentioned by parents as products their children requested having seen
advertisements were McDonalds, Coca Cola and Coco Pops. All three products are
considered high fat, salt and sugar foods. These findings provide persuasive evidence
for future research on this topic.
Actimel drinks were also mentioned by another interviewee who stated that she never
read the nutrition information on them but she buys them because she likes the taste of
them and believed they were a good product to consume for breakfast. This interviewee
however, had read the nutrition information on cereal bars and knew they were high in
sugar and chose to buy the brand with the lowest sugar; yet she knew that Actimel was
high in sugar but chose not to read the information as she liked to drink one for her
breakfast. This finding reveals that consumers will overlook certain nutritional factors if
the taste of the product is one that appeals to them. These probiotic yogurt drinks, such
as Actimel, are often very high in sugars, yet are promoted and perceived as a very
healthy food product.
In summary the parents interviewed for this research agreed that their children were
influenced by advertising of processed food products. With reference to the definition of
marketing as described by the World Health Organisation (2012, p.9) discussed in
Chapter One; the marketing of processed food products is successful as the parents
described how their children were aware and recognised certain products having seen
them advertised. The World Health Organisation defines marketing as any form of
commercial message that increases the ‘recognition, appeal and/or consumption of
particular products.’ The recognition, appeal and consumption of processed food
products aimed towards children were highlighted by all of the parents in this study.
These marketing techniques used by food manufacturers are therefore successful as they
appeal to children, who in turn exert an influence on their parents purchasing of food
products through requests for those products.
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5.3.1 Introduction of a Tax on Soft Drinks

All of the parents interviewed were aware of the fact that soft drinks were not products
that they or their children should be consuming on a regular basis. All twenty five
interviewees however, stated that they bought soft drinks for various occasions. This
finding concurs with Nprgaard and Brunsp (2009) and Petrovici et ai (2012) who state
that, although consumers may have the knowledge that certain products are not
perceived as being healthy they will still purchase them if they like the taste of those
products.
As described in Chapter Two Woodward-Lopez et ai (2010) state that research
suggests that soft drinks are a contributory factor in the rise in the incidence of obesity.
In this study several parents stated that they themselves consumed ‘fizzy’ drinks as part
of their daily diet yet they were aware that this was not a habit that they wanted their
children to copy. It was also repeatedly mentioned in interviews by parents that they
would avoid buying large bottles of soft drinks because of the likelihood that they
would consume the drink in a short period of time once opened. This concurs with
Moreno et al. (2011, p.443) who note that consumers are more likely to ‘eat up or drink
up a package once it is opened. Large package sizes nudge consumers to over consume.’
Some of those interviewed in this study were aware of the risks of over consumption of
soft drinks and said that instead of large bottles they bought cans of soft drinks to limit
their consumption. This idea of limiting some of the foods and drinks brought into a
household was a recurring theme among parents specifically regarding foods and drinks
that they perceived as unhealthy. Stevens et al. (2014) note that parents should be made
aware of the fact that sweetened beverages including natural fruit juices have the
potential to be a large source of unnecessary calories for children and can also lead to
dental decay.

The health issue of dental decay relating to the consumption of sweetened beverages
was raised in the interviews by a number of parents. One parent who works as a
specialised children’s dentist believed that this issue was not highlighted enough in the
media. She suggested that dental decay should be highlighted to the same extent that
overweight and obesity issues are reported. Another respondent who worked as a
paediatric nurse in London spoke of seeing decayed teeth being extracted in very young
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children due to pure fruit juices being given in babies’ bottles. She stated that parents
needed to be informed about the sugar content of natural fruit juices and of the
consequential effects on dental health. One respondent told how her dentist had advised
her to stop giving her children fruit juice because of the effect it was having on her
children’s teeth. She was surprised by this but indeed had limited the children’s
consumption of all sweetened beverages having received this advice.

A male interviewee described how his young son’s front teeth had turned black due to
dental decay as his former partner had put fizzy drinks into his son’s bottle at a young
age. He no longer allows his children to drink carbonated soft drinks and says that he
would only buy one can to drink occasionally and never stocks them in the house. His
reasoning for this was twofold, firstly not to allow the children to have access to soft
drinks and secondly he knew he would drink them if they were there. He highlighted
this by saying he could drink five or six cans a day when visiting his mother’s house
because she buys ‘full slabs’ of them and always has them in the house. He too had
suffered from tooth loss due to decay and said that his dentist had advised him to
change his diet; therefore he had significantly reduced his consumption of soft drinks.

Another respondent explained that she had been at the dentist with her youngest
daughter aged seven, just before the interview took place. She said that the dentist was
concerned about the poor condition of her daughter’s teeth and said that as well as poor
dental hygiene, poor diet was a contributing factor. She said that she thought this was
‘unfair’ as she believed their diet was good. She explained that she was cooking more
‘from scratch’ since completing a cookery course in her children’s’ school but that she
used to buy a lot of processed food previously. This issue of dental problems related to
the consumption of soft drinks was not considered as a topic under investigation in this
research project; it however emerged during the interviews that this was a consequential
health issue related to diet that many of the parents had experienced with their children.

The decision not to purchase and therefore not having certain food and drink in the
house is a recurring theme among many of those interviewed. The theory of limiting the
supply of certain foods at home is supported by the Safefood campaign to reduce the
incidence of overweight and obesity in children on the island of Ireland. Safefood
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(2013C, p.4) note that ‘shopping is a danger time - just buy treats sometimes and don’t
have a supply at home. If they’re not in the house, they can’t be eaten.’

A frequent example of the success and influence of marketing campaigns mentioned
during the interviews in this study was the personalised coca cola bottles which were
launched in Ireland in May 2013. This was mentioned by many parents as a campaign
that had an influence on their children, teenagers and adult offspring. Indeed some of
the parents said they made a special effort to help their children purchase a bottle with
their name especially among some of the children with more unusual names as their
children had requested it. O’Shea (2014, p.3) states that ‘a big problem is that the food
and drinks industry is the predator in the playground dressed as a clown and handing out
bottles with children’s names on them.’ O’Shea describes the marketing of soft drinks
with individual names on bottles as ‘personalised peddling’ and states that ‘a sevenyear-old sees the bottle with his name on it and it’s not that he wants the bottle but that
he and the bottle are one’.

A number of parents said that they buy soft drinks for birthday parties and if they are
having visitors. Most said that they would not buy them on a regular basis and there was
awareness among interviewees that soft drinks were not healthy but some of those
interviewed did admit to consuming carbonated soft drinks on a daily basis. A number
of parents did say that they would have cans of soft drinks stored in the fridge and
would expect their children to limit their intake to one can per day. Many parents said
that controlling what their children ate and drank while out with their friends was a
different matter entirely. One mother of two teenage children did however state that she
hoped that if her children had a soft drink at home that they would not have another one
while out and felt that she had to allow them to make these decisions as they grew older.

A number of parents said that their teenage children were encouraged to drink water as
they were told not to drink carbonated drinks by sports coaches. This was an overriding
theme among parents of children who played various sports. The parents believed that
the coaches created an awareness of healthy eating and performance especially among
the teenage children. Many of the parents believed that this nutrition and healthy eating
advice from coaches was very beneficial as often the teenagers would listen and take
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heed to the coaches more than the parents and another parent spoke of how she believed
it reinforced what she was teaching her children at home.

The question posed to interviewees about the possibility of the government introducing
a tax on soft drinks during the in-depth interviews in this study evoked a mixed and at
times animated response from those interviewed. Considering the current economic
climate the mention of tax was not a popular suggestion among some interviewees
while others supported a tax on soft drinks and other unhealthy foods as they were
aware that this had been introduced in other countries.

It must be acknowledged that some of those interviewed were surprised that fruit juices
would be included in the taxing of soft drinks; these fruit juices were considered healthy
by a number of interviewees and some quoted claims made on the packaging of these
fruit juices. An example of this is highlighted by the fact that a number of interviewees
stated that they only bought better quality fruit juices and not those ‘made from
concentrate.’ Others were very aware that these juices contained sugar and were to be
consumed in moderation if at all. This finding concurs with Safefood (2009b) who
found that parents considered fruit juice to be healthier that ‘soft drinks’. A number of
respondents referred to dental health when discussing soft drinks and said that parents
needed to be better educated as these fruit juices could be detrimental to young
children’s teeth.

One respondent who works with people from disadvantaged backgrounds believed that
all foods that can damage a person’s health should be taxed. She listed ice cream,
sweets and chocolate as well as soft drinks, as products that she believed should be
taxed. She proposed that these taxes be used to pay the healthcare costs of patients who
had illnesses resulting from poor dietary habits. To date the Irish government has not
decided to implement a tax on soft drinks; the opposition to this tax from companies
manufacturing these products cannot be excluded as a factor in this decision. Radnitz et
al. (2014, p.5) state that ‘when an 18% tax on sugar sweetened carbonated beverages
was

proposed in New York State, manufacturers of these beverages

launched an

advertising campaign depicting the tax as a financial drain on working families.’
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5.3.3 Regulation of the Advertising and Marketing of Food to Children

Twenty five (100%) of the parents interviewed in this study agreed that marketing had
an impact on children and influenced their choice of food products and twenty four
(96%) believed that the government should regulate the advertising and marketing of
food products to children. This research project sought to investigate the influence
which the advertising of food products has on consumer choice. The parents
interviewed overwhelmingly agreed that the advertising and marketing of food products
does influence children and many parents were aware of the health implications of
many of the foods being advertised to children.

A prevailing theme throughout the interviews was parents expressing the belief that
their children were influenced by advertising from a very young age and some believed
that their children were less influenced as they approached the teenage years. The
majority of parents believed that they as adults were very aware of marketing
techniques and would interrogate special offers before buying products; the need to
protect young children however, was a prevailing theme throughout the interviews. This
finding concurs with Borzekowski and Robinson (2001) who found that pre-school
children aged between two and six years were highly influenced to seek products which
they had seen advertised on television. This outcome is further supported by the
findings of Carter et al. (2011) described in Chapter Two, who found that children aged
eight years and under are ‘particularly vulnerable to its persuasive techniques.’ They
also state that children of this age are particularly susceptible to advertising as they have
difficulty comprehending the concept and purpose of advertising. This finding is
significant as it has important consequences for the regulation of advertising food
products high in fat, salt or sugar to children.

The description from certain parents in this study, about how their children believed and
repeated the claims about food products they had seen advertised concurs with the
findings of Pomeranz (2010). As described in Chapter Two, Pomeranz states that
children are likely to believe what they see in advertisements because they are more
vulnerable at this young age and that they are likely to develop ‘poor nutrition related
beliefs’ as a result. Young children find it difficult to differentiate between
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advertisements and reality and as a result are inclined to believe the statements in
advertisements. An example of this was described by one interviewee who said that,
when in the supermarket her children saw a product they had seen advertised on
television and said that she should purchase it because it is ‘healthy and nutritious’. The
majority of parents gave examples of their children asking for products they had seen
advertised; these products included the personalised coca cola bottles with names,
breakfast cereals, fast food including pizza and the toys associated with fast food chains
such as McDonalds. Breakfast biscuits, cereal bars, potato crisps, sweets, chocolate and
frubes were also given as examples of products which children asked their parents to
buy if accompanying them to a supermarket. These findings concur with Cairns et ai
(2009) and Andreyeva et al. (2011) who state that the advertising and marketing of food
products to children is primarily for unhealthy food and that this advertising has a direct
effect on the food preferences of children.

The aforementioned products were the products which parents listed as causing
problems when shopping with children. These were the products which children
requested and the majority of parents reached a compromise and conceded to the
children’s demands by allowing their children to choose at least one item when in a
supermarket. Other parents mentioned the word ‘pester’ when discussing their
children’s demands for these products and stated that this was the reason they would
avoid bring the children with them when grocery shopping in supermarkets. The
recommendations from the findings in this research is that the marketing and
advertising of foods which are high in fat, salt or sugar to children must be regulated to
protect children from making unhealthy food choices.

As stated in Chapter Two the Broadcasting Authority of Ireland (BAI) released new
regulations in June 2013 contained in the General and Children’s Commercial
Communications Codes regulating the advertising of unhealthy foods to children. These
rules came into effect on September 2 2013. The interviews in this study were
conducted between July and October 2013, yet only 5 (20%) of the parents interviewed
had any knowledge that there had been a change proposed to these regulations
governing the advertising of foods high in fat, salt or sugar to children. Another 4 (16%)
of those parents interviewed in this study were aware of a proposal to introduce a tax on
certain foods including soft drinks. The fact that this was a public consultation open to
140

all members of the public would imply that the general population in Ireland should
have been aware of this process in order for the results to represent the views of the
entire population of Ireland.

In summary the majority of parents interviewed were aware that they needed to limit the
consumption of the products being advertised to children such as breakfast cereals and
soft drinks. There was a recurring theme from parents who said that they moderate their
children’s consumption of many of these foods and that this is their way of dealing with
the children’s requests for such food products. Many of the parents spoke of allowing
their children to consume chocolate breakfast cereals at weekends or on school holidays
and

buying

soft

drinks

for parties

and

special

occasions.

There

was

an

acknowledgement among parents that these foods were acceptable in small quantities.
The question of what defines moderation is open to interpretation by different parents.
In accordance with recommendations from the Department of Health in the Food
Pyramid, Healthy Eating Guidelines these foods belong on the top shelf of the pyramid
and should be consumed in moderation. Although no parent stated that they follow the
rules in the Food Pyramid directly, many believed that they had the knowledge to
understand that these foods should not be eaten in large quantities.
5.4 Food Choice

The determinants of food choice are varied and complex. Cohen and Babey (2012,
p.775) state that ‘understanding the true nature of how people make choices about food
is critical to developing solutions to the obesity epidemic.’ In a study conducted among
older adults, Delaney and McCarthy (2011, p.l20) found that ‘present food choice was
found to be influenced by early food experiences and changing political, economic,
social, and cultural circumstances as well as changes in individual life circumstances’.
During the interviews for this study all respondents were asked what factors determined
their choice of food products. The reasons given varied greatly possibly due to the
variety of ages and socio-economic backgrounds represented among the interviewees.
Price was however an overriding reason given by many of the respondents when asked
to consider what makes them choose the food products that they purchase. Nineteen
(seventy six per cent) of those interviewed stated that price was one of the main
influencing factors when choosing food products. This concurs with Higgins (2009) as
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described in Chapter Two who states that household budgets are tighter due to the
worldwide recession. Habit, value for money, healthy food, organic food and special
offers were also mentioned as contributing to food choice. Children’s preferences were
another factor which influenced some parents shopping habits and others bought
specific ingredients to make dishes that they had planned before going shopping.
A number of respondents stated that they would go out of their way to shop in
supermarkets if they saw special offers advertised. They also described how they would
visit a number of different supennarkets on a weekly basis to take advantage of these
offers. Interestingly many of these parents were stay at home parents and explained that
they had the time to go to different supermarkets to avail of special offers. One mother
described how she would look at the flyers advertising supermarket special offers every
week when they were delivered to her house and she would go to different supermarkets
if they had offers of food products that she was interested in. There was a noticeable
difference between those living in housing estates in highly populated urban areas and
respondents who reside in a rural setting, regarding being influenced by the delivery of
flyers advertising special offers in supermarkets and fast food. While the respondents
living in the more rural settings were within a short driving distance of a satellite town,
the respondents who do not reside in housing estates did not receive this type of
advertising brochure. Their children therefore, did not have access to leaflets advertising
take-away food and supermarket offers. Many of the parents in urban areas who
received the leaflets advertising fast food disposed of them before their children saw
them. Other parents said that these leaflets would influence them to order take-away
food from those advertised.
5.5 Barriers to Healthy F^ating

All of those interviewed in this study were asked what they believed made healthy
eating difficult. Cost, time, and education were repeatedly listed by respondents as
barriers to healthy eating. Ignorance, eating habits in the home, laziness, convenience of
processed foods and the variety and availability of processed foods were other factors
mentioned by the interviewees, which they believed were obstacles to healthy eating.
Cost was the most frequently mentioned factor with ten interviewees stating that cost is
a barrier to healthy eating. This finding concurs with Higgins (2009) who states that
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cost is a factor in making healthy food choices among consumers and Safefood (2012a,
p.20) as described in Chapter Two.
The cost of eating healthy food versus convenience processed food incited some
thought-provoking responses from the interviewees. Some presumed that convenience
foods were cheaper and said that processed foods on special offers were tempting to buy
especially if time was an issue. Five respondents believed that it was less expensive to
cook from scratch highlighting the example that many supermarkets offer special deals
on vegetables and meat. These respondents however, made the point that people needed
knowledge of cookery techniques if they are to prepare meals from raw ingredients and
believed that not all people possessed the necessary skills. They questioned how
children who are raised eating processed convenience foods at home would have the
skills to cook when they were adults. Nine interviewees identified education as an
important factor when identifying barriers to healthy eating and highlighted the need for
children to learn how to cook in school as well as at home. Fifteen interviewees said
that they enjoyed cooking and acknowledged that time was often a constraint; but that
forward planning ensured that they were able to have healthy meals available to their
children.
There was a difference of opinion among respondents about the issue of the cost of
healthy eating. Five interviewees thought that processed food was expensive and that it
was more cost effective to buy vegetables and meat and make a healthy meal. Eight
respondents said that they believed that processed food was cheap, and argued that
special offers on processed foods in supermarkets are very affordable and take no time
to prepare but that making meals from proper ingredients took time and the necessary
skills required. Other interviewees described how the cost would be determined by
health care costs in the future due to diet-related illnesses among the proportion of the
population with unhealthy diets. In summary the respondents identified a range of
inextricably linked factors which are barriers to healthy eating. This finding provides
persuasive evidence for a more in-depth study on consumers’ perceptions of the barriers
to healthy eating.
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5.5.1 Dietary Habits in Childhood

It was acknowledged among those interviewed that dietary habits in childhood have an
enormous impact on dietary habits in later life. This concurs with Mikkila et al. (2005)
and Fitzgerald et al. (2010) referred to in Chapter Two who state that many of the
dietary preferences of adults are established in childhood. The respondents in this study
with teenage children described how they no longer had control over what their children
ate when they were out with friends. The respondents in this study articulated that they
were aware that their children ate in fast food restaurants but they further stated that
some of the teenagers and their friends were now choosing to eat in sandwich bars
because they perceived them to be healthier than traditional fast food restaurants. The
respondents with teenage children identified issues and expressed concern over the
volumes of soft drinks their children might consume outside the home especially as
these drinks were regularly sold at reduced prices. The idea of moderating the intake of
less healthy foods was an overriding theme during the interviews. All interviewees
agreed that compromise was the solution to dealing with children’s requests and
demands for unhealthy food products.
One finding on the subject of dietary habits in children was highlighted by a midwife
that was interviewed in this study. She described the number of overweight and obese
mothers that she treats and said that the lack of breastfeeding among mothers was not a
good dietary pattern for babies to begin life with. She believed that the introduction of
solids at an early age and the fact that so many of the mothers were overweight put
these babies at a disadvantage regarding their weight and health in later life. This
interviewees observations regarding the number of overweight mothers is confirmed by
Turner (2014)

described in Chapter Two, and Dahly and and Rudolf (2010) who

identified parental weight and breast feeding among other factors as risk factors for
childhood obesity.
All of the interviewees in this study articulated that shopping with their children was
something they would avoid if possible as it often caused conflict with children
frequently demanding products which they had seen advertised. This finding reveals
that parents bring their children to supermarkets only when they have no other choice.
The failure to include children in grocery shopping raises the important issue of how
children are to understand making healthy food choices when shopping, if they are not
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allowed to take part in choosing food products with their parents from a young age.
When they become older it must prove difficult for them to choose healthy food if this
is not something they are accustomed to doing. As described in Chapter Two the
National Heart Alliance (2008) recommends that young people should be educated
about healthy eating and lifestyle. The value of a programme teaching parents and
children about food and the content of processed food such as breakfast cereals and how
to read labels could benefit young families who are interested in having a healthy diet.
The process of making food choices in a supermarket is a valuable opportunity to learn
about healthy eating in a practical way. As previously highlighted in Chapter Two,
O’Dwyer (2009), Fitzgerald et al. (2010) and the Irish Universities Nutrition Alliance
(2012) concur that dietary habits are formed early in childhood and have an influence on
dietary habits in adulthood. This study concludes that children should be included in the
decision to purchase foods that they consume to enable them to develop healthy dietary
habits early in life.
The interviewees in this study were not specifically asked about their children’s
participation in sport, yet, their children’s involvement in sport and the impact of advice
from sports coaches became a dominant theme in the interviews particularly among
parents of teenage children. The findings in this study reveal that the thirteen
respondents (52%) believed that sport had an important role in encouraging their
children to make healthy food choices. Thirteen respondents described how they or their
children had become more nutritionally aware due to their involvement with a sport.
One parent described how her sons had been encouraged to drink water in place of soft
drinks by their sports coaches and she believed that they reacted to this advice
positively because it came from the coaches. She believed that this positive
reinforcement of what she had told them was a significant factor in contributing to their
awareness of nutrition and diet. This theme was continued when another respondent
said that her son was now eating healthier food as the sports coaches in school had
stressed the importance of maintaining a healthy diet to ensure a good performance.
The impact of advice from sports trainers was further highlighted when a respondent
explained how he had joined a gym and the personal gym trainer had advised him about
his diet and fitness. One young father described how his friend who is a personal trainer
had encouraged him to join a gym. He also taught him how to read labels on food
products and to look out for salt, fat and calories. He said that this had made him more
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aware of what he was eating and he had been encouraged to cook more for the family
also. He said that he gets his BMI checked at the gym and feels better with this
combination of exercise and healthy eating. He also described how this has an impact
on him encouraging his children to participate in sports. All of the respondents spoke
about the positive impact that advice from those involved in sport was having on their
children and teenagers. The respondents further described how the advice being given
by sports coaches was taken seriously by their children and that this reinforced the
messages they gave their children about the benefits of a healthy diet. This finding
reinforces the theory that combatting the obesity epidemic must involve an entire
community and lifestyle approach

5.6 Diet Related to Health

The findings in this study confirm that consumers are highly aware of the links between
diet and disease. One hundred per cent of interviewees in this study agree that the link
between diet and disease is important and they further revealed an awareness of the role
played by a healthy diet in maintaining good health. This finding concurs with Petrovici
et al. (2012) who found that consumers are becoming more nutritionally aware,
accepting the fact that diet is strongly related to possible health problems. The
government-recommended healthy eating guidelines in Ireland are highlighted in the
Food Pyramid. The findings in this study reveal that the majority of parents were aware
of the Food Pyramid, yet, none of them consulted it for advice on healthy eating. These
findings further reveal that none of the respondents in this study were aware of changes
made to it or knew of the launch of the new Food Pyramid in June 2012. This is a
significant finding as the World Health Organisation (2012) state that national healthy
eating guidelines are crucial in the prevention of obesity. This study, however, found
that consumers are not consulting the national healthy eating guidelines in Ireland,
although they have been recently revised. This finding establishes that there is a need to
develop healthy eating guidelines that are functional and effective for use by the public.
This finding extends our understanding of the sources from which consumers get their
information on healthy eating.
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Seven (28%) of the respondents stated that a family member had Type 2 diabetes. This
had an impact on all of these interviewees and motivated them to lose weight if
necessary and to monitor their weight and diet. All seven of these respondents were
very aware that diet in addition to being overweight is a major contributory factor in
developing Type 2 diabetes. This knowledge, of the link between diet and disease, did
not however, always correspond in respondents maintaining ideal dietary habits. This
finding concurs with Nprgaard and Brunsp (2009) and Petrovici et al. (2012) who state
that factors others than health may outweigh the desire to make healthy food choices.
The sentiments of the respondents were captured by two interviewees who explained
that they had lost weight because of the risk of Type 2 diabetes but that they struggled
to maintain this weight loss. While both had changed their dietary habits, they
acknowledged that this was proving difficult to maintain in the long term. The finding
concludes that it is imperative that people who chose to improve their dietary habits and
lifestyle, have support systems in the health services and the community to enable them
to maintain this healthier lifestyle. This finding further establishes the need for a holistic
approach such as the EPODE system described in Chapter 2. The support systems to
encourage people to maintain healthier diets and lifestyles will in turn ease the burden
on the healthcare system if these individuals are less at risk from diet-related diseases.
This study reveals that none of the interviewees considered measuring their children’s’
BMI as an indicator of whether or not they were healthy. Ten respondents indicated that
they were concerned about at least one of their children’s weight but had not checked
their children’s BMI. Of these ten interviewees, six stated that they would limit their
children’s food to ensure that they did not gain more weight. Yet considering the World
Health Organisation guideline that BMI is an accurate method to determine weight
status regarding overweight and obesity; it is a noteworthy finding that none of the
respondents in this study use it to determine if their children are overweight or obese.
This finding highlights a significant issue as previous research by Warschburger and
Kroller (2012) and Flinn et al. (2012), emphasises that individuals underestimate their
weight and that parents underestimate their children’s weight. This finding is significant
as the Growing Up in Ireland study (2011) found that twenty six per cent of nine year
old children were either overweight or obese. This finding provides persuasive evidence
for the need for health professionals to monitor children’s weight on a regular basis to
prevent children from becoming overweight or obese. This could be incorporated into
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the school immunisation programmes in the short term to ensure that necessary action is
taken immediately.
5.6.1 The Role of Education in Making Healthy Food Choices

The impact of seeing other children with food products was cited by many parents as an
influencing factor for many children asking for certain products. Particularly, in the
school environment parents believed that this needed to be tackled with healthy eating
policies in schools. While many parents were very positive about the impact of healthy
eating policies in primary schools, many believed that this was something that was not
encouraged or controlled in secondary schools. Indeed, some parents objected to the
food being offered for sale in school canteens and believed that this was something that
could be drastically improved. Thirteen parents in this study had teenagers attending
post primary schools and while all said that they prepared healthy lunches for their
children in secondary schools they knew the children bought food in shops in or near
the schools.
Many parents agreed that it was acceptable to give the children a bar as an occasional
‘treat’ in their lunch boxes and many primary schools allowed this on a Friday. Three
parents of primary school children stated that they were surprised and annoyed that
cereal bars were allowed in some schools on a daily basis while home baked items such
as cakes and flapjacks were not allowed. One mother disagreed with allowing cereal
bars as part of a healthy lunch while not allowing home-made cakes. She was very
aware of the sugar content of cereal bars but bought them for school lunches because
the children were allowed to have them. These views of respondents highlight the need
to include parents in the development of healthy eating programmes in schools if they
are to be successful. The promotion of healthy eating and the Food Dudes programme in
primary schools must be developed and built upon in post primary schools if these
interventions are to have a lasting effect. In agreement with Home et al. (2004), the
findings in this study indicate that half of the parents whose children had participated in
the Food Dudes programme stated that it had a lasting impact on their children’s
consumption of fmit and vegetables. This is a very positive outcome and an
encouraging example that a healthy eating campaign can have an enduring influence on
the eating habits of children. This finding shows the need for intervention programmes
that include both adults and children with the schools playing a major role in
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implementing the campaign. The need for sustainable, long-term, health promoting
programmes is vital to encouraging healthy lifestyles and preventing obesity and other
diet related illnesses.
In this study four parents had children who attended a DEIS primary school. These
parents, whose children received school lunches as part of the healthy eating
programme in the DEIS school, were overwhelmingly positive about the lunches their
children received in the school. They said that the choice of products was wide and
encouraged their children to have a varied diet and to try new, healthy and different
foods.
Two of the parents of children who attended the DEIS school described how the homeschool liaison co-ordinator employed by the school had organised a dietician to visit the
school and talk to parents about how' to read and understand food labels. These
respondents were very positive about the help this had given them in making healthier
food choices and both were very well informed about nutrition labels. These parents
also described how the school had organised cookery classes for the children and
parents and found this very beneficial. One parent described how through the Healthy
Food for All initiative she had attended the Cook It programme where she learned to
cook and she was now trained to teach on the programme, having undergone an
instructor’s certificate training course. She described how as a single parent that she had
now taken control of her diet and her children’s eating habits and that she no longer
relied on processed food.
The result of these cookery classes had varying levels of success on encouraging the
parents and children to cook at home. One mother said that she uses the recipes to cook
very frequently and her eldest daughter continued to use the recipes to cook some of
their meals. Another mother said that she doesn’t allow her eldest son to cook at home
because her kitchen is small but that he does cook when he stays in his father’s
apartment. One young father, who was interviewed for this study, stated that he had
learned to cook when he attended the primary school that his children now attend. Since
becoming unemployed nine months previous to the interview, he now does all of the
cooking for his partner and two children at home. The importance of teaching school
children basic life skills in cooking and healthy eating is highlighted by this example.
The home environment is vital in ensuring that children understand the importance of
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healthy food choices and learn the essential skills to enable them to prepare healthy
nutritious meals. It is essential however, that this is endorsed and promoted in schools
also. The success of a holistic approach in teaching children the importance of healthy
lifestyles was highlighted in the success of the EPODE project. This finding, endorsing
a community approach to promoting health in children and preventing obesity, further
concurs with Lobstein and Baur (2005) and Drewnowski and Rehm (2013) as described
in Chapter 2. Children must be educated about the importance and benefits of a healthy
diet and lifestyle both at home and in school if obesity and diet-related illnesses are to
be avoided.

5.6.2 rhe Role of Interventions by Healthcare Professionals in Making Healthy
Food Choices

In this study a number of interviewees described how advice from their doctors made
them change their eating behaviours. Two women with a history of Type 2 diabetes in
their families said that their General Practitioners (GP’s) had advised them to lose
weight. Both stated that they had not brought up the subject of their weight but that their
GP’s raised this subject when they went to see them for other medical reasons. One
single mother, whose parents both have Type 2 diabetes, described how her GP’s
intervention had made her start to cook on a daily basis for her and her three children.
She has since lost weight and was very grateful to her GP for his advice.
Another interviewee described how she struggled with fluctuations in her weight having
been recommended to lose weight by her GP. Her sister and mother both have Type 2
diabetes. She stated that she had been cooking many of her meals from basic raw
ingredients but said that since the birth of her sixth child she did not have the time to
cook and she had gained some of the weight she had previously lost. She then recounted
that she had seen her GP the previous week for a problem with her eye and he weighed
her and told her that she was obese and needed to lose weight. She was shocked that she
was obese. This concurs with the findings and recommendation made by DeVilleAlmond and Halliwell (2014), Safefood (2102d) and Myrdal (2010) who state that
healthcare professionals have a major role to play in identifying and targeting those who
are overweight and obese and offering assistance and solutions. Both of the
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aforementioned interviewees were made aware by their GP’s that their diet was to
blame for their excess weight and needed drastic changes if they were to achieve a
healthy weight and avoid a negative lasting impact on their health such as Type 2
diabetes.
This intervention by the GP’s has encouraged both interviewees to alter their eating
habits and this in turn has persuaded them to provide healthier food for their children.
Both interviewees were single mothers and stated that the cost of food was a major
barrier to healthy eating. These two respondents articulated that classes for parents in
the DEIS school which their children attended, had encouraged them to cook more and
to be more aware of the contents of processed food products. This finding concludes
that a community-wide approach to tackling the problem of obesity and other dietrelated illnesses is paramount if it is to be successful. The success of the intervention of
the GP’s and the support from the school is highlighted in these examples and resulted
in both the mothers and the children benefitting from a change in eating habits. This
finding further identifies the need for support mechanisms to ensure that these changes
are long-term.
One male respondent described how he had a health check through his health insurance
company three years ago and found that his blood sugar levels were elevated, there was
a family history of Type 2 diabetes. It was because of this that he changed his eating
habits; he bought a number of books on healthy eating and had become very aware of
what was in packaged foods. He said that he maintains his blood sugar levels at a
healthy level by changing his diet and exercising more. He was advised to do this by the
doctor and now has regular check-ups. He was now very aware of food labels and said
that he cooks most of the meals for the family now and uses real ingredients rather than
processed food. He said that his company also provide regular blood pressure and
weight checks for all employees and he avails of this. Another interviewee stated that an
annual health check-up with work confirmed to her that her dietary and lifestyle choices
were contributing factors to her fitness and health. She described how the company
which her husband works for also provides all employees with an annual health check.
This regular acknowledgement by health professionals was mentioned by a number of
interviewees as giving them the confidence that they were maintaining a healthy
lifestyle. Lesser and Puhl (2014, p.429) state that ‘employers are increasingly interested
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in improving employee health, with the goals of reducing health care costs and
increasing productivity.’
Another interviewee described how his partner had encouraged him to go for a check-up
with his GP as she was attending a FETAC (Further Education and Training Awards
Council) course in healthcare and had become very aware of diet and lifestyle. He said
that while his doctor was satisfied with his health she asked him about whether or not he
ate a healthy breakfast. This advice from his GP, about the importance of eating a
healthy breakfast, has encouraged him to ensure that both he and his children now eat
healthily every morning. This again establishes that positive changes to a parents diet
can have a positive impact on their children’s’ diets.
Healthcare professionals have the ability to encourage permanent positive change on
their patients dietary and lifestyle habits. The importance of healthcare professionals
recognising problems and encouraging change was highlighted in the examples of the
two interviewees who were advised to lose weight to avoid developing Type 2 diabetes.
The increase in the incidence of overweight, obesity and Type 2 diabetes has been
documented in Chapter Two and is a burden on the healthcare system in Ireland. The
feedback from two of the healthcare professionals interviewed in this study showed
concern for overweight patients and the ensuing health problems they may have. The
physiotherapist interviewed in this research stated that she treats patients whose
problems are exacerbated by their weight. The training of healthcare professionals must
include methods for them to recognise and deal with the warning signs of patients who
are overweight and obese. Their training must further include equipping them with the
resources to enable them to give their patients advice on maintaining a healthy diet and
lifestyle. There is a need for community based programmes teaching people about
healthy eating, learning about the content of processed food products, buying food that
is beneficial to their health and learning the necessary cooking skills to prepare healthy
meals. The importance of intervention and continued education and monitoring is
paramount if the increase in obesity and diet-related illness is to be curtailed.
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5.6.3

The Inclusion of Calories on Menus

In this study the understanding and awareness which consumers have of nutritional
information on food products is of interest. To address this issue all interviewees were
asked their opinion on the proposed inclusion of calories on menus in restaurants in
Ireland.

Nineteen (76%) of the respondents interviewed in this study said that the

inclusion of calories on menus is an initiative they would support. Eighteen (72%) of
the respondents said that the display of calories on menus had already influenced or
would influence what they would choose from a menu. This finding concurs with the
FSAI (2012, p.3) who state that ‘the national consultation regarding placing calories on
menus in Ireland, indicates that there is strong consumer demand for calorie menu
labelling.’
Displaying calorie information on menus in Ireland has been recommended by the
fonner minister for health James Reilly, but is not yet mandatory. Therefore only some
restaurants display this information at present. Studies to ascertain whether or not the
inclusion of calories on menus influences consumer choice are not available for Ireland
as the introduction of calories on menus is a recent undertaking. In this study, twenty
(80%) of the respondents had noted seeing calories on menus while eating out but the
remaining respondents (20%) had not experienced seeing calories on menus and so
could only estimate whether or not this would affect their choice of food from a menu.
It was found in this study, however, that seventy two per cent of those interviewed said
that seeing calorie content on menus would affect their food choice. The findings of this
study concur with Martinez et al. (2013) and Fruh and Fulkerson (2014) discussed in
Chapter Two.
Ten respondents (40%) in this study spoke about how seeing calories on menus had
already changed their eating habits. This is a significant finding considering that the
inclusion of calories on menus is not yet mandatory in Ireland. This finding provides
persuasive evidence that displaying calories on menus in Ireland will have an impact on
food items ordered by consumers. One respondent who works with people from
disadvantaged backgrounds believed that the socio-economic circumstances of
consumers would have a huge influence on whether or not consumers would change
their eating habits with the introduction of calories on menus. This concurs with the
findings of Madden (2013a) and Wang and Lim (2012) described in Chapter Two, who
153

note the association between socio-economic status and childhood obesity. The
introduction of calories on menus in Ireland can encourage consumers to make healthier
food choices but the need for education about nutrition must be considered. Four
respondents in this study made the valid suggestion that consumers would need to know
the Guideline Daily Amount for calories if they were to use the calorie information on
menus to assist them in their dietary choices.
A number of those interviewed would not support the inclusion of calories on restaurant
menus but would support the display of calories on menus in fast food restaurants. One
interviewee said that choosing a dish with a lower content on a restaurant menu had
been a negative experience for her and she would not be influenced to do so again. She
did however; support the inclusion of calories on fast food menus. This interviewee also
made the point that she was surprised that the salmon dish on the menu contained a
large number of calories. This practice of highlighting the calories alone on a menu may
in this instance discourage consumers from ordering a dish containing a food such as
salmon which has a high calorie content because of the natural fish oils present. The
positive benefits of a food such as salmon would therefore be at risk of being seen as a
high calorie food without any information on the beneficial nutrients in such a food.
The display of calories on menus, particularly in fast food establishments, can and will
influence consumers’ food choices. It is one of many measures needed to tackle the
increase in obesity and weight-related illness in Ireland. The displaying of calories must
be accompanied by education on healthy eating and dietary needs for a balanced diet as
counting calories alone is not the required solution.
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Chapter Six: Conclusions, Recommendations and Future Research
6.1 Introduction

Obesity is a global problem which is confirmed to have reached epidemic status.
Changes in eating habits and lifestyle are proven to have contributed to this obesity
epidemic. The overdependence of many people on processed food is exacerbating the
obesity problem. The influence which parents have on the health and well-being of their
children is vital; educating children and their parents to understand the benefits of
healthy eating is essential to control the increase in obesity worldwide. The
consumption of fresh fruit and vegetables, unrefined grains and natural sources of
protein, in place of nutrient-poor, highly processed convenience food products should
be encouraged. People must be taught to cook using natural, unprocessed food instead
of relying on convenience and other processed foods.
The increased intake of energy-dense, nutrient-poor foods combined with changes in
lifestyle, resulting in a more sedentary pace of life is contributing to a rise in the
incidence of obesity. The importance of the family is paramount in fighting this increase
in obesity and other dietary-related illnesses. Encouraging families to eat together, to
lead healthy lifestyles and making family meals a social time is crucial. The unhealthy
eating habits, which are a way of life for many children and adults, need to be
permanently changed.
The resounding theme in this research from the perspective of marketing and
advertising food products, is that parents believe that children are highly influenced by
advertisements and that children believe the information in these advertisements. One of
the main findings in this study is that parents believe children are influenced by the
advertising and marketing of food products at a very young age and that young children
are very aware of specific brands and products as a result of this. The conclusion drawn
from this finding is that young children’s food choices are influenced by exposure to the
advertising of food products high in fat, salt or sugar. The recommendation from this
finding is that children should be targeted at a young age to educate them about the
benefits of healthy eating and having an active lifestyle. If this recommendation is to
have a positive effect it must begin early in a child’s development as it must compete
with the powerful advertising of unhealthy food products. While the majority of the
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interviewees strongly believe that they are aware of marketing tactics to encourage
consumers to buy products, they all conceded that they buy food products that they are
aware are not healthy, because of their children’s requests for these products. This
finding is significant as it shows that although the adults believe that they are wary of
advertising claims they are indeed purchasing certain products where the advertising has
had the desired effect on their children. All parents stated that they compromise with
their children and buy certain unhealthy products. Therefore the attempts by food
manufacturers to market their unhealthy products are succeeding. This finding warrants
further in-depth research.
The findings in this study emphasise that parents believe that the advertising and
marketing of food products to children should be regulated. The majority of those
interviewed in this study were unaware that there was a public consultation regarding
the advertising and marketing of high fat, salt and sugar food and drinks to children by
the Broadcasting Authority of Ireland (BAI) in 2013. This is an important point as the
result of the public consultation by the BAI, changed the rules regarding the times of
advertising these products to children, yet, none of the parents interviewed in this study
were aware of it.
The majority of respondents in this study agree that the government should introduce a
tax on soft drinks. It is noteworthy that the possibility of introducing a tax on foods high
in fat, salt or sugar was one of the recommendations of the National Taskforce on
Obesity (2005); yet, nine years later this has not been acted upon.
The respondents in this study clearly believed that education in schools has a major role
to play in reinforcing parent’s teaching on healthy eating. The parents in this study
strongly believe that the emphasis on healthy school lunches and restrictions placed on
certain foods in primary schools has a positive impact on their children. The
respondents, however, identified a significant issue when children went to secondary
school where there were no rules regarding the contents of school lunches. The majority
of parents with teenage children were unaware of any rules regarding lunches in the
secondary schools although all parents stated that they continued to give their teenagers
healthy lunches. There was an acknowledgement among parents that their children had
access to school canteens, shops and vending machines; parents also admitted that
children bought food from shops near their schools.
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The availability of unhealthy food in secondary schools defies the recommendations
made by the National Taskforce on Obesity in 2005 and yet, nine years later, these
vending machines selling unhealthy food are present in secondary schools. The key to
ensuring sustainable change in eating habits is the provision of healthy food choices;
schools are failing in their duty of care to teenagers by promoting and selling junk food
in schools. The government are failing to tackle issues such as this despite the growing
problem of obesity and other diet-related illness among the population in Ireland. The
findings in this study revealed that none of the parents of secondary school children
were aware of what their teenagers were learning in school about healthy eating and
food choices as they had not discussed it with them. Some parents presumed that they
may be learning about healthy eating through their SPHE classes but none could
confirm this. Yet, the provision of vending machines selling unhealthy food in schools
is not conveying a positive message about promoting healthy eating among the students.
There is an increased availability of processed food products for sale. Many of these
products contain high levels of sugar which is an ingredient that has been implicated in
the rise of obesity and other diet-related illnesses worldwide. This study reveals that
sixteen interviewees (64%) check sugar content on labels of food products yet none of
those interviewed were able to state the Guideline Daily Amount for sugar. This is a
significant finding as the majority of consumers in this study claim to read food labels,
yet, there is no advantage to knowing the amount of an ingredient in a product if
consumers do not know how much of that particular ingredient they should be
consuming daily. Many of the packaged food products available are high in sugar, and
sugar content may not always be obvious in certain products. Consumers must be made
more aware of these ingredients in food products which are detrimental to health and
many of which are highly palatable.
There was an affirmative acknowledgement from respondents in this study that the
inclusion of both parents and children in cookery classes and courses teaching parents
about food labelling and processed food were seen as very positive by the parents of
children in DEIS primary schools. These parents were very positive about the lunches
which their children were supplied with in school, and strongly believed that this
encouraged their children to eat healthily. This is a positive finding in this study and
extends our understanding of the impact of dietary intervention and education in
children from a lower socioeconomic background. The evidence in this study shows that
157

the inclusion of parents in such programmes has a beneficial effect on both parents and
children.
None of the parents interviewed in this study considered checking their children’s BMI.
This finding provides convincing evidence for children’s weight to be monitored
through a programme perhaps promoted through schools. As defined in Chapter Two,
the calculation of BMI is recommended by the World Health Organisation as an
accurate method to determine the ideal weight range for individuals. Considering the
statistics of the number of overweight children in Ireland, this finding is significant as
none of the parents checked the BMI of their children and the majority believed that
they could tell whether their children’s weight was within normal limits by looking at
their children. This finding highlights a significant issue that must be addressed as
previous research states that parents underestimate their children’s weight.
As stated in Chapter 2, overweight and obesity are major public health issues which
often begin in childhood. Previous research studies indicate that that there are a
significant number of children in Ireland who are not within the desired healthy weight
range. This is a worrying trend as children who are overweight and obese are more
likely to be overweight and obese as adults. The benchmark of what is considered a
normal weight for a child may be difficult for a parent to objectively distinguish
considering the rise in overweight and obesity in the last thirty years. This rise, in the
number of overweight and obese children, has a definite impact on what is seen as
normal. All of the parents interviewed in this study agreed that diet has an impact on
disease. The key to dealing with the increase in obesity and health related consequences
in Ireland is prevention as emphasised by the research presented in Chapter Two. This
needs to be tackled in childhood and not in later years when the negative effects of
being overweight and obese have begun to manifest. The issue of childhood obesity
must be challenged using a range of measures, as described above, if it is to be
effective. A community-wide approach, incorporating all sectors of society is
recommended.
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6.2 Recommendations

Recommendations for Government:

The marketing and advertising of food products to children should be reviewed and
regulated in line with parental requests and in consultation with parents. This
consultation should be accessible to all parents and could possibly be instigated through
schools to target all parents of school-going children.
The focus on the regulation of advertising to children must ensure that all methods of
advertising and marketing are targeted including internet games and social media in
addition to television advertisements.
Legislation to deter food manufacturers from making dubious or misleading health and
nutrition claims and to make food labels easy to understand is essential.
The display of calories on menus particularly those in fast food establishments should
be mandatory. The calorie content should be clearly displayed at the point of purchase
to ensure consumers can take the calorie content of food items into account before
making their choice from the menu.
A tax on processed food products high in fat, salt or sugar must be implemented. A
government subsidy should be considered for healthy food items to encourage all of the
population to choose healthy, unprocessed food products.
The monitoring of children’s weight and general well-being must be initiated to ensure
that children, who are at risk of being overweight and obese, and their families, can
receive the help and support they need to ensure that they have a healthy life. The
concept of a holistic approach such as the EPODE programme, described in Chapter
Two, targeting all sectors in society to encourage parents and children to have a healthy
diet and lifestyle thus avoiding weight related health problems is fundamental to
reducing the incidence of overweight and obesity in Ireland.
Safefood is an accurate, legitimate and reliable source of information on healthy eating
and lifestyles. The campaigns and website should be promoted through schools to
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ensure that parents and children access this important information and to ensure that the
Safefood campaigns have maximum impact on the population.
Recommendations for Food Manufacturers:

Consumers do read nutrition information on food products. The nutritional labelling on
food products should be consolidated into a single easy to read straightforward uniform
format for all products without a need for calculations. Clear and infomiative labelling
of products is essential if people are to understand what they contain.
The portion size contained in products should be clear to consumers and the nutritional
information must reflect this.
Young children must not be the target of advertising and marketing campaigns for
unhealthy food products.
The high fat, salt and sugar formulations of many processed foods must be revised by
food manufacturers to ensure that their products are not as detrimental to health.

Recommendations for Schools:

All school going children should be actively taught about healthy eating and
maintaining a healthy lifestyle on a continuing basis and not solely as part of a short
intervention scheme. The parents of young children strongly agreed that the Food Dudes
had a positive impact on young children and so this should be continued in primary
schools. The focus in secondary schools should include basic cookery skills for all
teenagers and not just for those who choose to study Home Economics. While facilities
may be a problem cited by some of the schools, this training of young people was one
of the recommendations of the National Taskforce on Obesity published in 2005;
however the findings of this study conclude that there is no evidence of this
recommendation being fulfilled in the secondary schools attended by the respondents’
children. Policy makers have a duty of care to children to ensure that the promotion of
health is a priority.
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Vending machines selling unhealthy food should be removed from all schools and
replaced with healthy food options.
School canteens should offer healthy nutritionally balanced meals.
Students in secondary schools must be encouraged and educated to make healthy food
choices. The promotion of healthy eating among teenagers is paramount in ensuring
that they adopt healthy lifestyles as adults.
Educating people to read and understand the labels is essential to improve the quality of
food they eat. This information regarding food labels and the content of processed food
products must begin in schools and must include parents.

Reconimcndations for Parents:

Eating habits are formed in childhood. It is imperative that parents are educated and
confident in their ability to provide a healthy diet and lifestyle for their children and that
they are supported by public health providers and schools to ensure a healthy lifestyle
for all children.
Children’s screen time and exposure to advertisements for unhealthy foods must be
limited by parents to within the recommended guidelines.
Parents need to educate their children on the dangers of overconsumption of unhealthy
processed food products and limit the access to and consumption of unhealthy food
products by their children.
Children should be involved in choosing and preparing food to provide them with the
necessary skills for their adult lives.
Parents need to monitor their children’s weight and act if they have a reason for
concern.
Encouraging children to engage in sporting activities is vital for parents as these active
pursuits have been shown to have a positive influence on children’s dietary and lifestyle
habits.
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6.3 Recommendations for Future Research

This study is representative of the views of twenty five parents with two or more
children. The focus of this study was to investigate the influences which the advertising,
marketing and labelling of food products had on consumer choice and the subsequent
health issues. The in-depth interviews provided an opportunity for the views of parents
to be fully explored in an interview setting. For future reseai'ch, the sample could
include all age groups not just parents with two or more children as in this research
project. Quantitative research could in addition, be undertaken to include a larger
sample of respondents to gain an insight into the views of a greater proportion of the
population.
The respondents in this study clearly believed that the advertising and marketing of food
products had a big impact on young children but that this influence diminished as the
children approached their teenage years. The possibility of investigating the children’s
and teenagers views to determine the impact of advertising and marketing on them
would be an area for future research as there are insufficient relevant extant studies in
an Irish context.
The influence which the promotion of food products in supermarkets has on consumers’
food choices, both in terms of what and how much they buy is an area provoking much
debate. The change in shopping habits from past generations and role played by
supermarkets could be researched comprehensively.
With regard to consumers’ perceived barriers to healthy eating, this study explored a
number of key issues raised by the respondents. The findings in this study provide
persuasive evidence for a more in-depth study on consumers’ insights into the barriers
to healthy eating.
The impact of displaying calories on menus could only be estimated by some
respondents when asked, as this is not yet compulsory in Ireland. It would be interesting
to conduct research on the effects, if any, that this display of calories on menus has on
food choice if it becomes mandatory as pledged by the Minister for Health Dr James
Reilly.
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The present Safefood campaign targeting childhood obesity is in its early stages having
been launched in October 2013; the results and impact of this on children and their
parents would make a noteworthy future research topic.
Two emerging themes in this study were topics raised by interviewees; the first topic
was maternal obesity and the impact this has on children and the second topic was
dental health problems related to diet. Both of these topical subjects are possible areas
for future research.
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6.4 Overall Conclusion

The report and recommendations from the National Taskforce on Obesity published in
2005 must be reviewed and implemented with immediate effect. The delay in the
implementation of these recommendations has been in parallel with the increase in
obesity in Ireland.
Consumers are influenced by many factors when making food choices. From a very
young age children are highly influenced by the advertising and marketing of food
products and this impacts their parents’ purchases of food products.
Labels on food products need to be unambiguous, consistent and in a standardised
format to ensure maximum understanding for the consumer.
Campaigns highlighting food choice and the consequential health effects do not always
have the desired lasting effect on consumers. Public health directives such as the Food
Pyramid and Safefood campaigns such as the ‘Little Steps’ and ‘Stop the Spread’
campaigns have failed to have a persuasive and lasting impact on the public.
The availability of processed food and convenience food such as fast food and take
away food is significant in influencing consumers’ food choice. The need to educate
people to the benefits of eating a healthy diet and giving them the necessary skills to
cook is essential if the incidence of diet-related illness is to be curtailed.
Nutritional information should be obviously visible on all menus to help and encourage
consumers to make informed choices about the food they are about to consume.
Consumers want to have more information about food when eating out and compelling
catering establishments to supply these facts would give people the information they
desire.
Obesity is a global problem and is confirmed to have reached epidemic status
worldwide. No single action will prevent obesity; the solution is a sustainable, long
term and multifaceted approach. The key to reducing the increase in obesity is
prevention. Community approaches such as the EPODE programme are essential to
involve all sectors in society if the results are to be permanent. Urgent action is needed
in Ireland to prevent the increase in overweight, obesity and diet-related illnesses. If
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people are to lead longer, healthier lives, it is imperative that immediate and concerted
action is taken.
There is an obligation on public health authorities to promote healthy diets and lifestyles
in a manner similar to that used by the food industry to promote processed food
products. The possibility for public health promotion agencies to engage with the food
industry and utilising the marketing techniques employed by them to promote messages
endorsing healthy eating and lifestyles could be investigated. Engagement and
cooperation between public health authorities and the food industry is essential to curb
the rising rates of obesity and other diet-related illnesses.
Schools and health care professionals play a key role in encouraging healthy diet and
lifestyles among the population. It is imperative that adults and children are aware of
target weights and information on how to achieve and maintain these, needs to be more
widely available. This could be incorporated in the syllabus in schools as part of a
programme to educate children to understand food and nutrition and encourage the
practice of healthy eating. Learning about nutrition, preparing and cooking food and
understanding where that food has come from, as well as daily exercise should be an
integral part of the curriculum in schools for children and students of all ages. It is
imperative that children develop healthy eating habits and lifestyles to ensure that they
increase the likelihood of living a healthy life.
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Appendix: Interview Guide
Malc/Female
How many people are in your household?
What age group are you?
□ Under 25

0 25-34

0 35-44

0 45-54

0 55-64

0 65+

What age are your children?
School(s) attended by children?
Work status?
Does your job involve working with food/healthcare?
Education?
Q. 1 Can you explain what influences your choice of food products in supermarkets? Do your children
accompany you when shopping in a supermarket?
Q. 2. Do you read nutrition information on products that you purchase? Do health and nutrition claims on food
products influence you to purchase products?
Q. 3 What information do you look for on nutrition labels? Do you know the Guideline Daily Amount for sugar?
Q. 4. Tell me whether or not you think breakfast is important? Can you describe what your family eat for
breakfast? Can you tell me which, if any, breakfast cereals you purchase? Why do you purchase these cereals?
Q.5. How much influence do you think advertising and marketing of food products has on children?
Q.6. How important do you think it is that the advertising of food and drinks to children is regulated ?
Q.7. Do you think the government should introduce a tax on soft drinks?
Q.8. Do your child’s/children’s schools have a healthy eating policy? Is it enforced?
Q.9. What do you think of calories being included on menus/ menu boards in cafes, restaurants and fast food
restaurants?
Q. 10. What are your thoughts on fast food? Do you/your children frequently eat fast food?
Q. 11. How important do you think diet is in relation to staying healthy and avoiding disease? What are the
barriers to healthy eating?
Q. 12 Where do you get your nutrition/ healthy eating information from?
Have you heard of Safefood/website? Are you aware of campaigns such as the ‘Little Steps’ and ‘Stop the
Spread?’ Are you aware of the Food Pyramid, do you consult it for advice on healthy eating?
Q.13. What guidelines/information sources do you use to determine if you/your children are healthy?
Q.14. How big an impact do you think that dietary habits learned in childhood have on dietary habits in
adulthood?
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